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MILE. Cocos, MALT 


IN PREGNANCY 


4 
nck 
MAYORING AND ADDED SUNSHINE 


alt 


Rich calcium, phosphorus 


and Vitamin D 


THE lay person Cocomalt mixed with milk is a 
‘Zien chocolate flavor food-drink—a tempting 
change from the monotony of milk—a definite “treat”’ 
whether served hot or cold. 

But to the osteopath Cocomalt in milk has greater 
significance. For here is a food-drink of special im- 
portance to expectant and nursing mothers. 

Prepared according to simple label directions, Coco- 
malt adds 70% more caloric value to milk—increasing 
the protein content 45%, the carbohydrate content 


184%, and the mineral content (calcium and phos- 
phorus) 48%. 

Cocomalt is rich inVitamin D. One glass or 
cup of Cocomalt, prepared as directed, con- 
tains not less than 30 Sieenbock (81 U.S.P. 
revised) units of Vitamin D. 

Cocomalt comes in powder form only, easy to mix 
with milk. It is sold at grocery stores in 14-lb. and 
1-Ib. air-tight cans. It is available also in 5-lb. cans 
for hospital use, at a special price. 


FREE 
TO OSTEOPATHIC PHYSICIANS 


We will be glad to send you a trial-size can 
of Cocomalt, free. Just mail this coupon 
with your name and address. 


R. B. Davis Co., Dept. 33D, Hoboken, N. J. 
Please send me a trial-size can of Cocomalt with- 
out charge. 


Dr. 
Address 
City State 
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THE YEAR ROUND 


In MUSEBECK SHOES 
WITH THE HEALTH SPOT 


Copyrighted 


Foot health week brings to prom- 
inence everything in connection 
with the promotion of foot health. 
One of the biggest items is shoes. 
We want you to remember Health 
Spot Shoes—not just for one week 
—but all year. Remember that 
the special Health Spot construc- 
tion straightens up weak feet and 
holds them in the normal position. 


BROUWER 
Na BB 


$0888 White Kid 
S079 Brown Kid 
S088 Black Kid 


Widths AAAAA, EEE 
Sizes 244-11 


S 088 
Black Kid 


We would like you to try the shoe illustrated—in black, white or brown—on your 
stubbornest cases of foot trouble. We are sure that you will be pleased and sur- 
prised at the excellent results. This style has been found most successful in con- 
nection with foot manipulation work or any kind of foot treatments. 


The name of your Health Spot dealer will be furnished on request. If he hasn't 
the size you want he can get it by return mail as we keep a large im-stock dept. 
on this excellent number. 


MUSEBECK. SHOE COMPANY 


Danville. Illinois. 
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| WEDGE BALANCED | 


W: take pride in announcing that the Dr. Hiss Patented (No. 1,484,785) 
Cuboid Balancer is now used in ARCH-RELIEF as well as ARCHLOCK 


shoes for women and not in any other brand of shoes. 


| The WALKER T. DICKERSON co. 


ARC H LOCK and ARCH-RELIEF are the only shoes used by 


Dr. Hiss Foot Clinic of Los Angeles, California due to the fact that the 
basic features of the construction were developed in Dr. Hiss’ Research 


Laboratories. 


We will gladly furnish you with a free copy of ‘Treatment and Care of 
the Feet" by Dr. Hiss and give you the name of your local ARCHLOCK 
and ARCH-RELIEF dealer. | 


Dr. Hiss Classifootometer and Foot Manual. 
Complete for $15.00. Cash with order 
or shipped C. O. D. 


Ohio 
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ALLERGY AND ECZEMA 
for the Allergic Infant... 


Dunne infancy hypersensitiveness 
to wheat or other cereal proteins may be manifested 
by eczema. Withdrawal of the offending protein 
from the diet is indicated. 

As Karo Syrup is prepared from pure corn starch, 
it contains no wheat protein, and in the process of 
preparation such traces of other proteins as are pres- 
ent are destroyed or denatured. The final product 
is for all practical purposes non-allergic. 

An additional advantage of this readily digest- 
ible and assimilable carbohydrate for infant feeding. 

Karo Syrups are essentially Dextrins, Maltose 
and Dextrose, with a small percentage of Sucrose 
added for flavor — all recommended for ease of 
digestion and energy value. 


KARO prescription blanks for whole milk, evaporated 

milk and acidified milk formulas will be provided free 

to physicians upon request. Please enclose your pre- 
scription blank or professional card. 


CORN PRODUCTS REFINING COMPANY 
17 BATTERY PLACE* NEW YORK CITY 
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THE IDEAL LAXATIVE FOR CHRONIC CONSTIPATION 


Careful experiments show that the swelling power of SARAKA 
is many times as great as other bulk producing materials, such 


as psyllium seed and agar-agar. 


SARAKA contains a small amount of cortex frangula and acts 
as a stimulus to the intestines. The combination of the swelling 
power and this stimulus results in bulk plus motility so 


necessary for the production of a physiological action of the 
bowels. Ask for your sample. 


SARAKA is made in the United States by 


SCHERING 


COPYRIGHT, 1934, BY SCHERING CORP., N. ¥. 


TRADE MARKS REG. U. 8. PAT. OFF. 
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Make Mid-Morning Milk 
of Greater Value to the Child 


Since milk is one of those foods that is slow in 
passing out of the stomach, why not hasten the 
process by breaking up the tough cow’s milk curd 
into finely comminuted particles. (See illustra- 
tion). This will help to insure an empty stomach 
at lunch time and, in consequence, hunger con- 
tractions and a hearty meal. Ovaltine does this. 


Make the milk more palatable and attractive to 
the child’s taste. Ovaltine does this. 


Reinforce the milk with essential food elements— 
proteins, carbohydrates, fats, vitamins and im- 
portant minerals such as iron, calcium and phos- 
phorus. Ovaltine does this. 


Build up appetite by increasing the vitamin B 
content of milk. Ovaltine nearly doubles the 
vitamin B content when used according to 
directions. 


OVA LTINE 


Dhe Swiss Food - Drinks 


Manufactured under license in U.S.A. according to 
original Swiss formula 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


OvaLtine CurD 


Why not let us send you a trial supply of 
Ovaltine? If you are a physician, dentist 
or nurse, you are entitled to a regular 


hackage. Send coupon together with your 


card, professional letterhead or other indi- 
cation of your professional standing. 


This offer is limited only to practicing 
physicians, dentists and nurses. 


THE WANDER COMPANY, 
180 No. Michigan Ave., 
Chicago, Ill. 

Please send me, without charge, a regu- 
lar size package of OVALTINE. Evidence 
of my professional standing is enclosed. 


Dr. 


Dept. 
AGA. 4 


Canadian subscribers should address cou- 
pons to A. Wander, Limited, Elmwood Park, 
Peterborough, Ont. 
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EVEN FOR INFANTS 


From infancy to old age, Phillips’ 
Milk of Magnesia may be depended 
upon as a safe and effective laxative 
and antacid. 


Pediatricians find that harsh cathar- 
tics are seldom indicated in children. 
The smooth, gentle action exerted by 
Genuine Phillips’ Milk of Magnesia 
produces feculent rather than watery 
stools, and does not cause nausea or 
colic. 


For its alkalinizing effect also, Phil- 
lips’ Milk of Magnesia may be safely 
— for children and adults 
alike. 


Now—for Convenience— 

Phillips’ Milk of Magnesia Tablets 
The new tablet form exerts the same 
therapeutic effects as the liquid. 
Each tablet represents a teaspoonful 
of liquid Phillips’ Milk of Magnesia. 
Ideal for use during the day. De- 
lightful flavor. 


DOSES: As an antacid for children 7 to 14 
years—1 to 2 tablets; as a mild laxative, 
2 to 4 tablets. 


For adults—2 to 4 tablets as an antacid; 
as a mild laxative, 4 to 8 tablets. 


PHILLIPS’ 


Milk of Magnesia 


Prepared only by 


The Chas. H. Phillips Chemical Co. 
NEW YORK, N. Y. 


DECADES OF EXPERIENCE ENDORSE 


AS AN ANTISEPTIC INHALANT 


For over 50 years physicians have prescribed theVapo- 
Cresolene principle of inhalation as an effective means 
of treating certain respiratory affections. These cres- 
ols of coal tar, antiseptic, yet harmless when vapor- 
ized, relieve paroxysmal cough and dyspnea as in 
Whooping Cough, Catarrhal Croup, and Bronchial 
Asthma, Cough in Broncho-p ia and the bron- 
chial symptoms of Scarlet Fever and Measles. 


The Vapo-Cresolene method of vaporization, using 
either Lamp-Type or New Electric Vaporizer, is par- 
ticularly adapted to treating bronchial infections in 
very young children. Laboratory tests under §, 
sick room conditions show these vapors to 

be destructive to pathogenic bacteria. 


Write for special offer to physicians 
and important new treatise, 


“Effective Inhalation Therapy”. 
VAPO-CRESOLENE CO. 
62 Cortlandt Street, Dept. § New York, N. Y. 


MORSE WAVE 
GENERATOR 


unexcelled in 
producing 
MECHANICAL, 
PHYSICAL 


or 


CHEMICAL 
ACTION 


Its variable  air- 
gap current inten- 
sity control per- 
mits smoothness 
and precision of 
operation never 
before achieved. 
Electro - chemical, 
mechanical and 
thermal effects are 
produced by si- 
nusoidal and gal- 
gly or in combina- 
tion. This ideal 
apparatus for pro- 
ducing Mechanical, Physical and Chemical Effects in living 
tissue marks another great contribution to the field of physio- 
therapy. It has been received with enthusiasm by practitioner 
and specialist alike. 


THE BURDICK CORPORATION "Ad 


Dept. 60 Milton, Wisconsin @F© 
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A Reconstructive Gonadal Tonic 


] LOnztLCiNe contains, in each fluid dram, hormones representing 


fresh testicle 25 grains, strychnin sulphate | /200 grain, 
(MALE) and sodium glycerophosphate | grain. 


/ fonictne contains, in each fluid dram, hormones representing 


fresh ovary 5 grains, strychnin sulphate |/200 grain, 
(FEMALE) and sodium glycerophosphate | grain. 


Tonicine-Male, and Tonicine-Female are indicated in general 
convalescence, asthenia, anorexia, hypogonadism, and neuras- 
thenia. Prepared in two forms to avoid the physiologic error of 
combining ovary and testicle in the same preparation. 


Samples to physicians on request. 


REED & CARNRICK, Jersey City, N. J., U.S. A. 
Toronto, Ont., Canada 


Canadian Distributors: British Distributors: 


W. LLOYD WOOD, Ltd. COATES & COOPER, Ltd. 
64 Gerrard Street, E. 94, Clerkenwell Road 
Toronto, Canada London, E.C.I. 
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Bulk may now be provided 
safely — without irritating material — 
by the use of a refined and sterilized 
psyllium — 


BATTLE CREEK 
PSYLLA 


(Plantago Psyllium) 


Not the ordinary commercial 
psyllium seed, but a product from 
which inert and unsafe waste mate- 
rials have been removed by a thorough 
cleansing process. 

The value of Psylla to the 
physician in the treatment of consti- 
pation is established. It 
provides bland bulk and 
forms soft, formed stools, 
which are passed without 
irritation. 

The freedom from 
inert matter and the low 
prices render Psylla eco- 
nomical as well as effective. 


THE BATTLE CREEK FOOD CO. 

Dept. AOA-4-34, 

Battle Creek, Michigan 

Send me, without obligation, literature and trial tin 
of Psylla. 


Name 


Address 
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PROLONGED ALKALI 


‘MEDICATION. Made Safe 


AS WELL AS EFFECTIVE 


Gastric hyperacidity is frequent- 
ly found associated with digestive disturbances 
such as ‘‘sour stomach,” pain and distress after 
eating. 


In addition to regulation of diet the physician 
will undoubtedly wish to prescribe a prepar- 
ation such as BiSoDoL, because it provides a 
safe and effective form of alkaline treatment. 


The combined action of magnesium carbonate 
with sodium bicarbonate and bismuth sub- 
nitrate affords quick neutralization of excess 
acid, without tending to set up a hyperalka- 
line condition. Antiflatulents and flavorings 
provide additional aid in combating acid in- 
digestion. 


Alkali Resistance 
in Colds 


The balanced formula of BiSoDoL makes it 
possible to build up the alkali reserve in colds, 
influenza and similar conditions where sys- 
temic loss of alkalis is encountered. 


Send FOR SAMPLES 


AND LITERATURE 


BiSoDoL CoMPANY 


- . New Haven, Conn. 


‘Sus 
| 
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Try PERALGA for pain-relief. It is the safe, botherless way, for Peralga 


is not narcotic and is taken by mouth. You can entrust it to the patient 
or lo the attendant to use as it becomes necessary. § Quick relief 
follows the administration of Peralga because barbital prepares the 
way for amidopyrine, in a fused synergistic combination. Headache, 
migraine, dysmenorrhea, post-operalive pain, traumatic pain, 
earache, toothache, the pain and discomfort of febrile diseases (and 
the fever, too) yield with impressive promptness to the sedative and 
analgesic effects of Peralga. It does not cause drowsiness; no re- 
spiratory or circulatory depression; no constipation. § Trial supply 
sent on request. Please use letterhead. § Schering & Glatz, Inc., 
113 West 18th Street, New York City. 


Supplied in tablets: in boxes of 6 and 12, and in bottles of 50, 100, 500. 
Also in powder. The dose is one or two tablets with water. 


FOR THE QUICK RELIEF OF PAIN 


1 
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The 
STANDARD 
EFFERVESCENT 
SALINE SINCE 1895 


— 1895 Sal Hepatica has 
been the approved laxative and 
cathartic for flushing the intestinal 
tract and for promoting internal 
purification, without creating a con- 
dition of tolerance. 


It is also the ideal treatment to 
alkalize the system. It is efficient, 
palatable, reliable and a preparation 
that you can recommend as an ad- 
junct to your treatment. 


The coupon below will bring you a 
liberal sample for clinical use. 


SAL HEPATICA 


MEMO to my assist- 
ant: Send to Bristol- 
Myers, 75-G West 
St., New York City, 
professional 
sample of Sal He- 
patica (Gratis). 


New Eye Dropper Bottle 
of ALKALOL---jree 


Send a card today. Try ALKALOL 
in your own nose and throat. A 
personal demonstration will quickly 
establish ALKALOL’S value in treat- 
ing colds. 


Personal trial is the best proof of ALKALOL’S 
unusual efficacy in treating and preventing colds. 
Try it yourself, doctor. Try it among your own 
family. A pleasant surprise awaits you. 

Remember, ALKALOL differs radically in its 
action from most solutions. Many so-called germ- 
killing antiseptics often do more harm than good by 
exciting, irritating, and depleting the cells. 

ALKALOL, owing to its physiologic balance, 
feeds and stimulates the cells through absorption, 
thereby building resistance to infection. For these 
reasons, ALKALOL is the ideal pus and mucus 
solvent ... for it builds as it cleans. 

You ahd your patients will like ALKALOL. You 
will find its pleasant, clean aroma, sense of comfort, 
and soothing qualities, encourage use. 

Physicians and _ specialists have prescribed 
ALKALOL for more than 30 years in the treatment 
and prevention of colds, and in treating the eye, ear, 
nose, throat, bladder, vagina, rectum, and various 
irritated or inflammatory conditions. 


There’s a new eye dropper bottle of ALKALOL 
ready for you. Send a _ card today. 


THE ALKALOL CO. 


Taunton, Mass. 


In the service of the Medical, Dental and 
Nursing Professions for more than 30 years. 
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IF SHE IS 


YOUR 


PATIENT. . 


@ Frequently enough the occasion arises in which, to 
avert serious or even tragic consequences, you find it 
necessary to prescribe a method of Vaginal Hygiene. 

Is it not agreeable to reflect that the procedure you 
recommend has been reported as entirely efficacious in 
every instance? Not only does this justify the confidence 
of the patient, but it permits you to prescribe for all such 
cases with a mind at rest. 

In Ortho-Gynol you have a method which for years 
hundreds of thousands of women have been employing, 
under their physicians’ direction, with gratifying results. 
Ortho-Gynol combines a mechanical barrier with an anti- 
septic agent—thus affording twofold resistance to extra- 
neous secretions. The tenacious gum base remains where 
spread end resists solution for several hours. The antisep- 
tic ingredients are entirely adequate, and are additionally 
useful in the local treatment of Vaginitis, Leukorrhea, and 
Endocervicitis. 

Years of laboratory research, clinical experiments and 
hospital tests preceded Ortho-Gynol’s introduction to the 
medical profession, so that you might prescribe its use with 
the definite proof of its dependability behind you. 


ortho-gynol 


i 


FOR VAGINAL HYGIENE 


rer 
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If you have not already been supplied, we will gladly 
send you a full-size tube of Ortho-Gynol with unbreak- 
able transparent applicator (actual value $1.50), and a 
physicians’ booklet describing its composition, effect and 
application. 


3-14 
New Brunswick, N. J. 


I am a practicing physician. I have not received a package of 
Ortho-Gynol and descriptive booklet. Please send them. 


Dr. 


No request honored except from the profession 
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PRUNOIDS 


NON-GRIPING, NON-HABIT FORMING. 


An ethical laxative with the taste advantage of candy medica- 
tion, but none of its drawbacks. 
Dose: 1 or 2 at night time 


OD PEACOCK SULTAN CO. 


4500 Parkview Pharmaceutical Chemists St. Louis, Mo. 


A Pure, Palatable, Carbonated 


| PREPARED 
| WATER 


are many condi- 
tions, no doubt, where 
you will want your patient 
to increase his daily intake 
of water. 

In such cases, why not sug- 
gest the use of Kalak Water, 
the palatable, carbonated 
alkaline water prescribed by 
physicians for over 20 years. 


Kalak Water is made of car- 
bonated distilled water and 
chemically pure salts of calci- 
um bicarbonate, sodium chlo- 
ride, sodium phosphate and 
bicarbonates of magnesium, 
potassium and sodium. 
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1 Mark Falcon-Lesses, Journal of Nutri- 
tion, Vol. 2. p. 295-310, 1930 Med. 
School Univ. Mich.. Ann Arbor. 
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“Bran owes its laxative action not to the phytin or ash co , 
but to the crude fiber and pentosans present.’’; Consequently, 
Ry-Krisp is particularly effective as a natural aid in correcting 


common constipation — for these crisp, temptingly flavored 
wafers made of flaked whole wo gs — and salt, — these 
advantages: 


2. A pentosan content twice that whole 
(Products made from refined — have nO 
pentosan content). 


the chief of the faeces, 
residue and intestinal secretions. = | 
They have unusually high 
which makes them valuable in the 


Ry-Krisp Whole Waiters taste. so good, 


_ patients are glad to eat them regularly. 


ie help you plan special diets, our Research Laboratory Re 
on Ry-Krisp Whole Rye Wafers will be sent Free. Sample wafers 


your personal use be included. Use the coupon 


RALSTON PURINA COMPANY, DEPT. | 
222 Checkerboard Square, St. Louis, Mo. R 


Without obligation, please send Research Laboratory Report, and . 
samples of Ry-Krisp Whole Rye Wafers. 


(Offer limited to residents of the United States and Canada) 


Ry-Krisp 
Helps Correct Common Constipation 
Due To Insufficient Bulk? 
i 
93. A high crude fiber content. = 
‘ore R Raj @. 
"Vin, Sto x, 
n | 
YK rj | 
a" 
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GIVE A THOUGHT TO YOUR COMFORT 


The heat of the summer is unpleasant enough, but 
why let excessive axillary perspiration add to your 
discomfort? 


It is easy, free from trouble, to control perspiration 
with NONSPI, an antiseptic liquid deodorant. 
One or two applications weekly, before retiring in 


the evening, are all that is necessary. 


Why not extend this thought to the comfort of 

your patient, too? Nonspi, properly used, is harm- 

less—you may prescribe it or recommend it without ; 
misgivings. It has the approval of highest medical 

authority. 


Shall we send you a liberal trial supply of Nonspi? 


THE NONSPI COMPANY, 113 West 18th Street, New York City 
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Sloppy weather, changeable temperature, bring their own 
succession of colds and respiratory troubles. 


Here again the Cataplasm-Plus—Numotizine—performs 
valiant service as a decongestive application. 


Numotizine is preferred by physicians who have given 
it the clinical test, because this kaolin emplastrum is 


MEDICATED with guaiacol and creosote. 


These agents, absorbed through the skin, exert their 
medicinal effect slowly, certainly, and without digestive 
upset. 


THIS IS THE FORMULA: 


- 
2.6 NUMOTIZINE. INC Dept. AOAS 
2.6 « 900 North Frankin St. 
C. P. Glycerine and Aluminum Silicate qs. ad. ry Please send me a jar of Numotizine for clinical test. 8 
1000 parts. 
You may have a jar for clinical test on request. : Dr : 

| NUMOTITZINE, Inc. : 
CHICAGO 
900 NORTH FRANKLIN STREET 
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STABILITY FOR 


CONTINUOUS 
SERVICE 


No. 15 


The atomizer gives your patients effec- 
tive help—both in preventing nose , 


and throat infections, and in relieving 


them. We suggest you prescribe spray- 


ing, as the atomizer does a thorough 
| OTE N CY job of applying the solution where it 
Pp will do the most good. And the vented 


DeVilbiss Nasal Guard eliminates any 


HESE are the two outstanding ad- 
vantages that make Dioxogen the 
better oxygen-antiseptic. Dioxogen is the 
only product of its kind that is 20% 


undesirable excess pressure in self- 


treatment. During these months of 


stronger and four times purer (measured | quickly changing temperatures, advise 
by permissible solids) than U.S.P. require- the coutiameus use of an stemiecr. 
ments. 

DeVilbiss Atomizer No. 14 for 
Moreover the bottle contains 25% more 


than the average peroxide package. ephedrine preparations; DeVilbiss > 


For these reasons and for the better clini- Atomizer No. 15 for antiseptic solu- 


cal results you will obtain specify tions. 


Dioxogen DeVilbiss 


The DeVilbiss Company, Toledo, Ohio, headquarters 
for atomizers and vaporizers for professional 
and home use 


THE BETTER OXYGEN-ANTISEPTIC 
IN THE GREEN PACKAGE 


Write for new literature 


THE OAKLAND CHEMICAL COMPANY 
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WHEN YOU PRESCRIBE MELLIN’S FOOD 
Which Contains 3.9% Ash 


Phosphorus, calcium, iron, copper and 
manganese, present in the wholesome wheat 
and malted barley from which Mellin’s Food 
is chiefly derived, are among those minerals 
retained in the finished product. Potassium in 
the form of a bicarbonate is added during the 
process of manufacture. 


The mineral content of a milk modifier de- 
serves consideration, in the light of increasing 
knowledge of mineral metabolism, as an aid 
in the development of bone structure and the 
regulation of various functions of the body. 


MELLIN’S FOOD CO. 


Boston, Mass. 


Mellin’s Food: Produced by an infusion of Wheat Flour, Wheat Bran and Malted Barley admixed 
with Potassium Bicarbonate—consisting essentially of Maltose, Dextrins, Proteins and Mineral Salts. 


Literature and Samples of 
Mellin’s Food Gladly Sup- 
plied — to Physicians Only. 


A NEW DIATHERMY at a VERY LOW PRICE 


more! Standard Diathermy Unit 


Here is a diathermy that is priced within your 


reach. Careful economies of manufacturing SPECIFICATIONS 


processes make possible this unit of skillful de- 
sign, excellent construction, great power, and 
complete efficiency—at a price at least 25% less 
than many other reputable manufacturers ask 
for comparable equipment. There has been no 
sacrifice of power to make a low price possible. 
The same transformer and condenser as em- 
bodied in more expensive units are used. 

A portable diathermy unit—simple to operate, easy to con- 
trol, flexible in use, and of ample power, is a valuable aid 
in any practice for handling patients at their homes, the 
hospital or in your office. Every ordinary practice require- 
ment in medical and surgical diathernty—the latter in- 
cluding Electrocoagulation, Electrofulguration and desicca- 
tion is possible with the new McIntosh Standard Diathermy 
Unit—offered at a price you can afford to pay—good 
enough for an all-around unit or as an auxiliary to your 


Capacity: 4000 M.A. through torso. 
2000 M.A. liver auto-condensa- 
tion. 

Transformer: Oversized to prevent 
strain, 

Condensers: Plate mica. Permanent 
capacity. 

Spark Gap: 4-point, single master 
control and individual control. 
Currents: High amperage, low-volt- 
age biterminal; low am 
monoterminal 0-35,000 volts. 

Meter: Double-scale 0-1000 and 
0-4000 M.A. 

Cabinet: Upper section, leatherette 
portable. Lower section, mobile 
wooden black lacquer finish. 

Weight: Diathermy only, 55 Ibs. 
With cabinet, 85 Ibs. 


present diathermy equipment. 


Rising market conditions prohibit 
any guarantee of present low prices 
indefinitely. You should investigate 
and order now. 


Gentlemen: 


CINTOS 


RPORATION - CHICAGO 


235 No. California Avenue 


CHICAGO, ILLINOI5 


A.O0.A.-4-34 


What's the price of the new STAND- 
ARD DIATHERMY UNIT? I am inter- 
ested. Send me full details. 
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DANGER! DETOUR! 


g/Here comes Mrs. Meddle! 


ROUND every turn of the road, amateur 
medical advice lies in wait for the young 
mother. Neighbors . . . loving friends .. . rela- 
tives who long to be helpful . . . there are dozens 
of lay advisors whose counsels no physician could 
ever approve. 


And—bad luck for babies—these advisors are 
happiest when they’re holding forth on the all- 
important topic of infant feeding. 


A baby’s best defense against these well-mean- 
ing meddlers is—his doctor’s explicit formula. If 
that formula calls for evaporated milk, it’s well 
worth while, for safety’s sake, to specify the 
brand. You know that certain brands of evapo- 
rated milk measure up to your high standards, 
and that Borden’s assuredly will do so. One word 
—‘“Borden’s”—in your formula will make sure 
that your judgment, and not Mrs. Meddle’s, 
prevails. 


Borden’s Evaporated Milk fulfills the strictest 
medical requirements for infant feeding. It is 
always wholesome, fresh and pure. Beginning 
with the selection of the raw milk, every step in 


its preparation is rigidly supervised under com- 
petent laboratory control. 


May we send you a simple, compact infant 
feeding formulary and other strictly professional 
material which, we believe, you will also find in- 
teresting and valuable? Address The Bor- 
den Company, Dept. JO44, 350 Madison 
Avenue, New York, N. Y. 
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Osteopathic and “Old School” Results in Mental Diseases* 


E. S. Merritt, D.O. 
Los Angeles 


In dealing with this subject the first problem we 
meet is mechanical, that of classification. There are 
two osteopathic institutions from which statistics are 
available, and they have not used exactly the same 
classifications. Then, the statistics from “old school” 
records are taken from Reprint 213, National Com- 
mittee for Mental Hygiene Publications, published 
about 1922, at which time only a part of the 526 in- 
stitutions participating in the statistical record had 
adopted the plan of the American Medical Psycho- 
logical Association. However, out of the three sets 
of figures there is enough of a common denominator 
so that we can legitimately make a beginning in the 
comparison of the results of osteopathic and “old 
school” care in the psychiatric field. 


Discharges—From the 526 medical institutions 
the general recovery rate (meaning that the patient 
went back to his old environment and duties) was 
13.6%. The rate of discharges as improved (mean- 
ing any degree of mental gain less than recovery) 
was 27%. The average rate of discharges in 100 of 
admission was 58.4%. Inasmuch as many of these 
hospitals were state (163), others public (148), and 
government (2), the figure given under “discharged” 
might be very different from the figures in the os- 
teopathic group, where patients were not only dis- 
charged but followed up as far as possible over a 
period of time, namely, at Still-Hildreth to a maxi- 
mum of 18 years and in the Merrill Sanitarium to a 
maximum of 8 years. Offhand we believe this gives 
an advantage to the “old school” group, for the os- 
teopathic figures of discharged will be materially less- 
ened when reported as cured, because many of those 
discharged would have at the end of a period of time 
developed a new exacerbation of the old psychosis, 
thus reducing the percentage listed as cured. 


Osteopathic Figures—Since the Still-Hildreth 
Sanatorium is older and larger than the Merrill Sani- 
tarium, the latter adapted its figures to the report of 
the former, in making a preliminary report a year ago, 
and it is difficult to fit the classification of this com- 
bined report to the classification of the “old school” 
report. 

Simple Classification Comparison.—The psychoses 
listed by both osteopathic and “old school” groups in 


*Delivered at the 37th A.O.A. Convention, Milwaukee, 1933. 


which it is possible to make rather accurate compari- 
sons, are those related to alcohol, manic depressive, 
psychopathic personality, psychoneuroses and neu- 
roses, and dementia praecox. 


OSTEOPATHIC “OLD SCHOOL” 
Alcoholism 8% 38.5% 
Manic depressive .............---.------ 67% 35.4% 
Psychopathic personality ............ 4% 21 % 
44% 13.5% 
(Neurosis not listed separately) 
Dementia Praecox. So 6.4% 


Complicated Classification Comparison.—The at- 
tempt is made here to fit as closely as possible the 
cases under osteopathic classification to the older 
classification. It includes infection-exhaustion psy- 
—_— toxic psychoses, presenile, traumatic and mor- 

Ine, 
OSTEOPATHIC “OLD SCHOOL” 
Drug and Other Exogenous 


Toxins 43.2% 
Somatic Diseases : 23.3% 
Infection Exhaustion ................ 
Arteriosclerotic 
Toxic - 
Paresis 
Paralysis Agitans ...................... 
Senile 


_ Uniform Classification—From the above study it 
is easy to see that it is necessary for the osteopathic 
institution not only to have a uniform classifica- 
tion, so that they can compare their figures with each 
other, but also to have a classification uniform with 
the older and larger medical group, in order that we 
may legitimately compare our results with theirs. To 
this end it will be well for the osteopathic institutions 
to adopt the classification of the American Medical 
Psychological Association as appended below in Ap- 
pendix I. 

In fairness, because these “old school” figures 
were taken not later than 1922, and because the os- 
teopathic run until 1932, the comparison may be un- 
just to the former group, because marked progress 
has been made in the treatment of the affective group, 
namely, dementia praecox and manic depressive. This 
is also true in the psychoneurotic group, paretics and 
general medical cases. 
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As a matter of duty, we shall again compare our 


results on the classification appended, with a new sta- 
tistical record, which will undoubtedly be published 
by the Bureau of Statistics of the National Committee 
for Mental Hygiene. As Appendix II we are listing 
the actual number of cases from which the foregoing 
figures were taken as related to osteopathic institu- 
tions to the end of 1931. 
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APPENDIX I 
Classification of mental diseases recommended 
and adopted by the Association: (July 1919 issue 
of Journal of Nervous & Mental Diseases, p. 46) 


. Traumatic psychoses: 


(a) Traumatic delirium. 
(b) Traumatic constitution ; 
(c) Post-traumatic mental enfeeblement (dementia) 


. Senile psychoses: 


(a) Simple deterioration 

(b) Presbyophrenic type 

(c) Delirious and confused types 

(d) Depressed and agitated states in addition to deteri- 
oration 

(e) Paranoid types 

(f) Presenile types 


. Psychoses with cerebral arteriosclerosis 
. General paralysis 


Psychoses with cerebral syphilis 
Psychoses with Huntington’s chorea 


. Psychoses with brain tumor : 
. Psychoses with other brain or nervous diseases. 


The fol- 
lowing are the more frequent affections and should be 
specified in the diagnosis: 

Cerebral embolism 

Paralysis agitans 

Meningitis, tuberculous or other forms (to be spe- 

cified ) 

Multiple sclerosis 

Tabes 

Acute chorea 

Other conditions (to be specified) 


. Alcoholic psychoses : 


(a) Pathological intoxication 

(b) Delirium tremens 

(c) Korsakow’s psychosis 

(d) Acute hallucinations 

(e) Chronic hallucinations 

(f) Acute paranoid type 

(gz) Chronic paranoid type 

(h) Alcoholic deterioration 

(i) Other types, acute or chronic 


. Psychoses due to drugs and other exogenous toxins: 


(a) Opium (and derivatives), cocaines, bromides, 
chloral, etc., alone or combined (to be specified) 

(b) Metals, as lead, arsenic, etc. (to be specified) 

(c) Gases (to be specified) 

(d) Other exogenous toxins (to be specified) 
Psychoses with pellagra 
Psychoses with other somatic diseases 

(a) Delirium with infectious diseases 

(b) Postinfectious psychoses 

(c) Exhaustion delirium 

(d) Delirium of unknown origin 

(e) Cardiorenal diseases 

(f) Diseases of the ductless glands 

(g) Other diseases or conditions (to be specified) 
Manic-depressive psychoses: 

(a) Manic type 

(b) Depressive type 
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(c) Stupor 

(d) Mixed type 

(e) Circular type 


. Involution melancholia 
. Dementia praecox: 


(a) Paranoid type 
(b) Catatonic type 
(c) Hebephrenic type 
(d) Simple type 


. Paranoia or paranoic conditions 
. Epileptic psychoses: 


(a) Deterioration; (b) clouded states; (c) other con- 
ditions (specify) 


. Psychoneuroses and neuroses: 


(a) Hysterical type 
(b) Psychasthenic type 
(c) Neurasthenic type 
(d) Anxiety neuroses 


. Psychoses with constitutional psychopathic inferiority 
. Psychoses with mental deficiency 

. Undiagnosed psychoses 

. Not insane: 


(a) Epilepsy with psychoses 

(b) Alcoholism without psychoses 

(c) Drug addiction without psychoses 

(d) Constitutional psychopathic inferiority without psy- 
choses 

(e) Mental deficiency without psychoses 

(f) Others (to be specified) 


“The following statistical tables were adopted by the Asso- 
ciation on the recommendation of the committee: 


. General information 

. Financial statement for the year 

Movement of population 

Nativity of first admissions and of parents of first 

admissions 

. Citizenship of first admissions 

. Psychoses of first admissions 

Races of first admissions classified by psychoses 

Age of first admissions classified by psychoses 

. Education of first admissions classified by psychoses 

. Environment of first admissions classified by psychoses 

Economic condition of first admissions classified by 

psychoses 

. Use of alcohol by first admissions classified by psy- 
choses 

. Marital condition of first admissions classified by 
psychoses 

. Psychoses of readmissions 

. Discharges classified by psychoses 

. Cause of death classified by psychoses 

. Age at death classified by psychoses 

. Duration of hospital life classified by psychoses.” 


APPENDIX II 


Percentage of recoveries from combined figures 
of Still-Hildreth and Merrill Institutions. 


Percentages _of 
Recovery Recoveries 


No. of Cases 


Dementia Praecox: 1024 375 36% 
Manic Depressive 948 643 67% 
Infection-Exhaustion Psychoses .... 96 90 93% 
Toxic Psychoses 110 94 85% 
Psychoneuroses 

(a) Neurasthenia ............................ 12 6 50% 

(b) Hysteria 23 12 52% 

(c) Psychasthenia 13 4 30.7% 
Psychopathic Person 23 1 4% 
Presenile Psychoses 21 12 57% 
Traumatic Psychoses 5 80% 
Incipient Arteriosclerotic 

Psychoses 14 11 80% 
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RELATION OF SINUITIS TO TONSILLAR INFECTION—COLLINS 


The Relation of Sinuitis to Tonsillar Infection* 


H. L. D.O., M.D. 
Chicago 


The existence of sinus infection has long been 
recognized, but specialists whose work lies chiefly in 
the treatment of diseases of the nose, throat and ear, 
are frequently impressed with the number of cases of 
sinuitis which have escaped recognition, even in the 
presence of symptoms and signs which should have led 
one at least to suspect the disease. The explanation 
of the failure to recognize any but the most manifest 
cases of sinuitis lies, I think, in the comparative youth- 
fulness of this branch of practice, for, although op- 
erations upon the nose were undoubtedly performed 
hundreds of years ago, it was not until the adoption 
of cocaine forty years ago that it was possible even 
to examine the nasal cavities critically. The first 
twenty years of this epoch were marked by great ac- 
tivity in nose and throat work, and rapid progress was 
made not only in this country but also abroad. The 
intensive study of ear troubles was already under way, 
but this was treated rather as a separate affair until it 
was gradually borne in upon the profession that the 
middle ear was actually a nasal sinus, not only from em- 
bryological considerations, but in many aspects of its 
behavior in disease. Indeed the best way to regard 
the middle ear is as a nasal sinus across the middle 
of which Nature has, for no obvious reason, chosen 
to thrust the organ of hearing. The lining of the 
ear (furnished even to the cells of the mastoid process 
with cilia always found elsewhere in the nose) persists 
in carrying on with its usual nasal functions despite 
the mechanical difficulties caused by the intrusion of 
the sense organ. Hearing often suffers, owing to the 
inflammations resulting from infections in the middle 
ear, and this is the price it has to pay for sharing a 
corner of the head with a structure which is still a 
nasal sinus, and which, therefore, cannot escape tak- 
ing part in many of the responsibilities and risks un- 
dertaken by the rest of the sinuses in their adventures 
with active microorganisms. 


The functions of sinuses are doubtless numer- 
ous, and some of them are quite obvious to us. They 
serve to lighten the front of the head, thus helping to 
balance it upon the neck, and by expanding the bone 
in the mastoid processes and the maxilla they provide 
light, strong projection for muscular attachments. 
They are also responsible, by vibrating through speech, 
for the overtones which differentiate their owner’s 
voice from all others, and they further help in build- 
ing up his features by determining the shape of much 
of his face. But it is also possible that they have a 
most important function in connection with immunity. 


It has been shown that the mouths of some sinuses 
are so shaped that when the air is drawn past them 
an eddy is created within the sinus cavity connoting a 
changing of a portion of their contained air together 
with a slowing down of the speed of the air which 
eddies into them. It therefore seems possible that 
there may be deposited within the sinuses a sample of 
whatever microorganisms each breath contains. 


*Delivered at the 37tn A.O.A. Convention, Milwaukee, 1933. 


This is merely a theory, perhaps only a guess, 
but we have more definite knowledge of the ultimate 
fate of some inspired substances in whatever part of 
the nose they happen to be arrested by the mucus 
moistening the lining membrane. Yates showed that 
India ink introduced into the antra is swept by the 
cilia out through the ostium, back into the postnasal 
space, and finally to the oesophagus. On its way, the 
thin black line of India ink particles is seen to send 
a sort of extra branch which runs forward as far as 
the tonsil and then joins the main stream, so that the 
tonsil has a sort of perquisite—the privilege of sam- 
pling everything that comes down from the nose; and 
it seems that we have in this fact, both a hint of one 
of the possible functions of the tonsil and an explana- 
tion of why we so often see a unilateral tonsillar in- 
flammation associated with an antral or ethmoid in- 
fection upon the same side. During the wet stage of a 
“cold”, one can often catch sight of a thin streak of 
mucopus—the homologue of the black streak of India 
ink—coming forward over the posterior pillars of 
the fauces on to the tonsil. We are, therefore, justi- 
fied in feeling that the tonsil sometimes is blamed and 
removed for an inflammatory protest at the quality of 
the nasal sample it has received, when the unfortunate 
organ should rather be rewarded for the valor it has 
displayed in a remedial effort. (1, personally, am in- 
clined to believe that the normal tonsil is concerned 
in the manufacture and ultimate introduction via its 
lymphatics into the blood stream, of antibodies appro- 
priate to the infections brought to it by the mechanisms 
just described. ) 

Viewed in this way, we may legitimately regard 
tonsillitis very often as merely constituting a symptom 
of sinuitis, and a searching examination of the sinuses, 
especially of the posterior ethmoid, in all cases of 
tonsillitis, shows the existence of sinuitis in a sur-. 
prisingly large proportion of cases. 

It is very natural that with the development of 
methods of examining the throat and nose, the con- 
dition of the tonsil, rather than that of the sinuses, 
should have been first to receive attention at the hands 
of the profession. For one thing, it is easy to see 
without the need for developing special skill at manip- 
ulating a mirror, and owing to the fact that it is a 
mobile organ, it is painful when it is inflamed, and 
this leads to a pleasing unanimity between doctor 
and patient in belief as to the whereabouts of the in- 
fective stronghold. It is small wonder that what is 
really the villian of the piece (the nasal sinus) often 
escapes attention till later on. If the tonsil were al- 
ways the real primary focus of nasopharyngeal dis- 
ease, those of us who see large numbers of patients 
with catarrhal complaints would expect that the 
majority of them would possess tonsils, and this was 
so fifteen to twenty years ago. The wave of “tonsil- 
lectomania” which followed the adoption of Sluder’s 
guillotine operation in about 1910 has seen to it that 
comparatively few people suffering from sore throat, 
colds, enlarged glands of the neck, et cetera, have 
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escaped tonsil operations. During the earlier years 
it was not possible to assess the value of tonsillectomy 
because operations varied between incomplete tonsil- 
lectomy at one end of the scale and removal of the 
tonsil bearing area at the other, and any persistence 
of symptoms after operation was attributed to im- 
perfections in technic, often quite correctly. How- 
ever, with the development of skill in anesthesia, sat- 
isfactory tonsillectomy became the rule rather than 
the exception, and it has become possible during the 
last decade more correctly to assess the therapeutic 
value of the operation. 


The disorders which it was hoped to relieve by 
removal of the tonsils covered a very wide range, and 
laryngologists are still having patients referred to 
them for that operation to obtain relief from colds, 
sore throats, mouth-breathing, rheumatism, chorea, 
baldness, acidosis, nephritis, iritis, and indeed all those 
conditions which may reasonably be attributed to ab- 
sorption from any septic focus. 


It is not to be denied that a great many of the 
cases of most of these conditions are constantly being 
relieved or even dramatically cured by tonsillectomy, 
and especially by the removal of infected tonsillar 
remains. The removal of diseased tonsils, where the 
tonsil definitely harbors infection, should most em- 
phatically be advised, but also a careful investigation 
should be made for coéxisting pathology. 


Almost daily patients present themselves from 
whom unhealthy tonsils have been efficiently removed, 
and who, nevertheless, still complain of the very dis- 
orders for which this operation was performed. One 
of the most common disappointments is the persistence 
of enlargement of glands of the neck after tonsil- 
lectomy. These glands help to drain the nasal sinuses 
as well as the tonsils, and their persistence after ton- 
sillectomy reminds us of that fact. Evidently, there- 
fore, in these disappointing cases one of the essential 
foci is still present, and it becomes necessary to com- 
pare these patients with those who have duly bene- 
fited from tonsillectomy. Assuming that the focus 
was indeed nasopharyngeal and that there be no in- 
fected teeth, it will be found that most of them will 
have signs of, or a definite history pointing to, a 
sinuitis. If our reading of the physiology of these 
regions be correct, it surely would have been more 
logical to treat the nose trouble before paying too 
much attention to the tonsillar condition. Moreover 
it ought to be expected that if sinuitis can be relieved, 
the tonsils should respond by sinking back into their 
former obscurity, shouldering afresh their former 
humdrum responsibility—the assessment of the daily 
and hourly sample of organisms drawn into the upper 
respiratory passages and brought down by the ciliary 
stream from the nasal passages. This is, indeed, the 
case in practice, and it is surprising how far gone in 
iniquity a tonsil can be and yet recover its normal 
habit after the drainage of, say, an infected antrum. 
Lest my remarks be wrongly interpreted, let me state 
here that of course there are tonsils so diseased that 
their power of recovery is past, and that they harbor 
infection that can be eradicated only by removing 
the tonsils. I wish, however, to emphasize just as 
strongly that the decision for tonsil removal should 
be reserved until adequate drainage and ventilation of 
all offending sinuses have been made. If the tonsil 
then shows evidence of infection, it is a menace and 
should be removed from the body. It is essential that 
the condition of all sinuses be noted; for it is fre- 
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quently observed in nose work that a nasal operation 
in which an infected cell of importance is missed, is 
likely to be followed by an acute flare-up, and this 
flare-up does not confine itself to the nose but is fol- 
lowed by acute tonsillitis as well. Tonsillitis follow- 
ing a simple septum resection is another example of 
the working of this principle and provokes the dis- 
closure of a latent sinuitis. 

This now brings me to an important portion of 
this paper, namely, that part dealing with the fre- 
quency of sinuitis and the question of diagnosis. 

When does a “cold” become sinuitis? With an 
ordinary cold there is an increased secretion of mucus 
or of mucopus, not only from the nasal cavities proper 
but probably also from every nasal sinus, including the 
middle ear and mastoid antrum. Successful resolu- 
tion necessitates a removal of the secretion by ciliary 
activity as fast as it is produced (if the cold is a 
mild one, the sinuses never quite fill up) or somewhat 
more slowly than it is produced. If the cold be a 
“heavy” one, the sinuses fill up with “phlegm” or dis- 
charge for a day or two. However, if the ciliary 
removal of secretions is prevented by some structural 
irregularity, such as a septal deflection or spur block- 
ing the nasal space and indirectly contributing to the 
blocking of the mouth of the sinuses, or if the cilia are 
temporarily paralyzed by the toxicity of the virus, as 
in an influenza cold, then the condition merits the 
title “sinuitis” and leads to an invasion of the lining 
membrane with microdrganisms. 

Transient sinuitis is excessively frequent and will, 
as a rule, yield to the simple method of temporarily 
shrinking the mucous membrane and applying gentle 
suction to the nose. But a lasting infection of the 
sinuses, also, is much more frequent than is usually 
recognized, especially during an influenza epidemic, 
and one can very often date many a case of chronic 
sinuitis back to an influenza attack. Other diseases which 
may initiate the long train of local and general dis- 
orders resulting from sinuitis, are, of course, the acute 
exanthemata and similar diseases. When examining a 
patient, one should ask not only “How long?”, but 
also “What began the trouble?” 

The next point I wish to make is, that middle ear 
inflammation should be regarded as a part of a sinuitis 
and not always a result of tonsillar and adenoid in- 
flammation. Of course if the adenoids are markedly 
swollen, then there is no doubt whatever that they 
may block the eustachian tubes and set up otitis media. 
There are numerous cases of otitis media, however, 
that occur after the adenoids and tonsils have been 
well removed, so that they cannot be the essential 
causative agent in all cases. 


Another question is the value of transillumina- 
tion. One sometimes hears this undeniably useful 
test condemned as practically worthless. The reason 
for the diversity of opinion is, I think, that the test 
was first employed during the period when sinuitis 
meant an actual empyema of a sinus; if antral punc- 
ture produced no pus there was held to be no sinuitis, 
and if, after transillumination had shown a dark 
antrum and proof puncture produced no discharge, 
transillumination, as an indicator of sinuitis, received 
a bad name and was considered unreliable. 


The most common cause of dimness of an antrum 
or frontal sinus is hyperemia, and it may be of great 
importance to be able to record the presence of this 
fairly constant sign of active inflammation. Suppos- 
ing, for instance, that a patient who has translucent 
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antra when well, shows a dimness of the left antrum 
whenever he has a cold—one can hardly disregard so 
definite a sign. It usually means that somewhere in 
that side of the nose (not always in the antrum itself 
sometimes in a neighboring ethmoid cell) is a collec- 
tion of mucopus, which cannot escape, or there is a 
thickened, which is to say “infected”, lining. His 
repeated colds are most probably not caught from other 
people, but are merely an expression of the nose’s 
periodical attempt to cope with the local infection. 
Again differential transillumination between frontals 
and antra may give important information. Suppos- 
ing that no light is transmitted by frontals or antra, 
one may merely be dealing with a person whose bones 
are thick and whose sinuses are small ones. But if 
during each cold the frontals are clear, then we may 
the more reasonably take notice of darkened antra as 
an indication of the chief stronghold of the recurring 
infection. I would suggest that just as every physi- 
cian should learn to use a stethoscope and interpret 
his findings, so he should be able to assess the much 
more easily interpreted findings by transillumination 
(a test, by the way, which should be used frequently 
in apparent health as well as in obvious disease). 


The comprehensive reading of radiograms is in 
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the realm of a specialist, but one or two points may 
interest all practitioners. One of the chief uses of 
radiograms in this region is in furnishing evidence 
about those much neglected sinuses which do not lend 
themselves to transillumination—the ethmoids and 
sphenoids. These sinuses are much more often in- 
fected than is generally realized, but are ignored by 
the average man because of the great difficulty in ex- 
amining them. By examining these sinuses, one can 
help to exclude this commonly unsuspected cause of 
rheumatism, eye trouble, headache, and chronic dys- 
pepsia, and may thus obviate an unnecessary visit 
to a rhinologist. 

In conclusion, it should be realized that while 
complete cure of a chronic sinuitis may call for opera- 
tive measures and the cure then only be relative, yet 
much relief may usually be afforded by less drastic 
means; and that in acute sinuitis, with the excepfion 
of really fulminating cases, nonoperative means should 
be the method of choice. The intelligent use of non- 
operative means is a potent weapon for relief of non- 
structural obstruction both to the nasal spaces and 
sinus exits, and, if properly used, there would be 
fewer cases of chronic sinuitis. 

25 E. Washington St. 


A Survey of Professional Liability Insurance* 


H. F. GarFietp, D.O. 
Danville, Ill. 


I have been asked to bring to you a few high 
points of a survey of professional liability insurance, 
perhaps better known as malpractice insurance. Two 
previous committees have submitted their reports to 
the Central office, and the committee of which I am 
chairman has added our findings to this accumula- 
tion of facts concerning professional liability in- 
surance. 

What protection does professional liability in- 
surance, so-called malpractice insurance, afford the 
doctor? In general I may say that it will protect the 
insured physician against any suit or claim that may 
arise in any doctor’s ordinary legitimate practice. It 
will protect him in suits for alleged negligence, error 
in diagnosis or treatment. It will protect him for errors 
or omissions on the part of any regular assistant he 
may have in his office. It guarantees that any costs 
incurred in successfully or unsuccessfully defending 
an insured physician will be borne by the insurance 
company, whether it be a matter of $100 for counsel 
fees, or a judgment up to the full limits of the policy, 
in most instances $10,000. Most of the members of 
this profession have become familiar with the type 
of coverage that is provided in professional liability 
insurance contracts through reading our various publi- 
cations, and through perusing the bulletins issued by 
many casualty companies which write malpractice 
insurance, and it will not be my purpose here to elab- 
orate further upon the protection offered by such 
contract. 

I do want, however, to tell some of the things 
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that a contract of this type does not guard against. 
It has absolutely nothing to do with the prosecution of 
any osteopathic physician who violates the city, 
county, or state medical laws. A suit brought against 
an osteopathic physician by the state board, the county 
or city health officer, state’s attorney, or envious allo- 
pathic practitioner will have to be defended by the 
osteopathic physician himself. There is no type of in- 
surance available to the members of our profession - 
that will guard against persecution suits of this char- 
acter. 


For a mere pittance of $20 a year, a physician 
will be amply protected against damage suits arising 
from any incident that may arise in the physician’s 
contact with his patient. No osteopathic physician 
and surgeon should be without malpractice insurance. 
The average physician, it has been shown by statistics, 
has been in practice eight years when his first mal- 
practice suit is instituted against him. Individually, 
one may never have a suit for malpractice threatened 
or instituted against him. The careless physician 
will merit and will have more than the average num- 
ber of such suits. But the conscientious, hard work- 
ing, professionally progressive type of physician, re- 
gardless of how ably he conducts his practice, will 
under the law of averages some time be sued for mal- 
practice. 

There are 12,500 members of the New York 
State Medical Society. In the year 1929, there 
were 259 more cases of malpractice litigation in- 
stituted against its members than in the previous 
year. In 1929 there was one case of malpractice for 
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every twenty-two members of that society. At the 
close of 1931, a survey was conducted in New York 
State which showed that in three years one out of 
every twelve of the members had been or was being 
sued for malpractice. Unhappily, we do not have 
statistics available showing to what extent this per- 
secution has advanced on members of the osteopathic 
profession, in New York or in any other state. An 
entirely new situation confronts our profession, the 
medical profession, today in regard to professional 
liability insurance. Malpractice cases have multiplied 
so rapidly in the last three or four years, that at the 
present time, I know of no insurance company that 
will write professional liability insurance upon a pri- 
vately owned allopathic hospital. The policy of the 
larger, more substantial companies has been to refuse 
to accept this type of risk. Charitable or semi- 
charitable hospitals still have no difficulty in securing 
professional liability insurance. Under existing laws 
in nearly every state it is relatively easy to defend 
successfully a charitabie or semi-charitable hospital 
against a suit for malpractice. Quite the opposite, 
however, is the case of privately owned hospitals, and 
because there has been such a great surge in the num- 
ber of suits filed against private hospitals, that type 
of risk is no longer acceptable to the large insurance 
companies. As just stated this condition has come 
within the last three years, and particularly in the 
last eighteen months. There is a reason. 


The high-class attorney in the past has been very 
loathe to accept the plaintiff’s side of a malpractice 
case, but the decline in business which has affected the 
attorneys as much as other individuals, particularly 
in the larger cities, has caused the most reputable 
attorneys to accept these cases. The result has been 
an onslaught of exceptionally fine legal minds, mal- 
practice suits have multiplied beyond all conception, 
weak spots in the defense of malpractice have been 
attacked. The result has been a tremendous increase 
in the number and amount of judgments against the 
physician. Supreme Court decisions in New York, 
Massachusetts, Connecticut, and Michigan within the 
past two and one-half years have thoroughly de- 
stroyed all of the complacency of the members of the 
medical profession who have learned of these Supreme 
Court rulings. The medico-legal counsel for the out- 
standing insurance companies have been at their wits 
end to find a successful defense for cases of this type, 
and the losses incurred by these insurance companies 
have made it a problem of deep concern to them. 


I would not state that a raise in the annual 
premium for osteopathic physicians is imminent, but 
I would certainly urge every osteopathic physician and 
surgeon who does not carry professional liability in- 
surance immediately to investigate this matter fully, 
and secure this protection. 


In this connection, may I state that it is probably 
not advisable to insure in groups. Several states have 
group policies, but because of recent rulings in eastern 
states, it is no longer advisable to pursue this course. 
The annual premium for the individual osteopathic 
physician who is a member of his state or national 
association will be the same as that rate which former- 
ly applied to physicians insured under a group policy. 
Here is just one case in point. A plaintiff who ap- 
peared in court with his attorney, was unable to secure 
the services of any physician to testify in his behalf. 
Of course this is a common thing. However, this 
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attorney brought out the fact through direct question- 
ing, that every one of the witnesses for the defendartt 
doctor were members of a mutual organization, one 
of the purposes of which was to protect every mem- 
ber’s interests. This was a new line of attack, and 
the judge took the case under advisement and excused 
the jury, and the matter was further argued before 
him. The judge ruled that the type of questioning 
which this plaintiff’s attorney was following was ad- 
missable, and that the jury must hear it. The case 
proceeded, and the attorney for the plaintiff moved 
to strike out all of the testimony of all the physicians 
who had appeared for the defendant on the grounds 
that their testimony was “prejudicial testimony”. The 
court so ordered. In this case without the benefit of 
any expert testimony, the plaintiff secured a judg- 
ment of $12,500. Needless to say, the insurance com- 
pany cancelled out that group policy, and issued in- 
dividual policies to all of the members of that group. 


If you would avoid malpractice suit, spend hours 
in diagnosis, minutes in treatment. Two most fre- 
quent causes for malpractice insurance cases are: 
surgical mistakes, and errors in diagnosis. Keep a 
careful written office record of your summaries in 
physical examinations, jot down on the case history 
card at the time you institute some line of treatment, 
exactly how that treatment is followed out by the 
patient. If the patient discharges himself, jot that 
fact down on your patient’s case history. Never de- 
stroy any old malpractice insurance policies or case 
histories until you are certain that the statute of 
limitations in your state has run its course. In the 
State of Illinois, the statute of limitations runs two 
years. Therefore, in that state if a patient of voting 
age is going to institute a suit against a physician 
for malpractice it must be instituted in two years from 
the last time that patient was in the physician’s office. 
However, if the patient is a minor, he may institute 
suit for malpractice through his next friend, any time 
until he reaches the age of twenty-one years. The 
statute of limitations varies in the several states, and 
in one state runs ten years. 

A charity patient may institute suit against a 
physician, just as well as the patient who pays top 
fees for professional services. The law makes no 
differentiation. 


At this point I should like to summarize briefly 
the remarks by Lloyd Paul Stryker, medico-legal 
counsel for the New York State Medical Society, and 
author of the book published by Macmillan, “Courts 
and Doctors”. 


“Advice on keeping out of law suits is like advice on 
leading a long life,—it may help, but it cannot guarantee the 
desired results. Many men defy all rules of health, and still 
obtain longevity, although addicted to tobacco, alcohol, long 
hours, and no exercise. So, too, men who take chances may 
avoid litigation, yet no one from this would argue that the 
laws of health should be ignored or that it is well to neglect 
whatever may help to avoid being sued. 


“T shall here endeavor to set forth eleven rules which, 
1f followed, should tend to lessen the likelihood of litigation. 


“The best way to avoid a law suit is not to deserve one. 
If you give your whole heart and mind and conscience to 
your cases, and devote your highest efforts in the perform- 
ance of your duty to your patient, you are likely to avoid 
trouble. I say you are likely to avoid trouble, you cannot be 
certain to avoid it with some patients no matter what you 
do. If you have any early indications that your patient is 
of a litigious disposition, you will do well to terminate your 
relations with him at the first available opportunity. 


“Be careful of your diagnosis. Make sure before you 
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arrive at a conclusion that you have ascertained, weighed and 
duly considered every relevant factor, including every detail 
of the history, and that you have sufficiently considered every 
special circumstance in the case before you. Be sure not to 
neglect the help of every diagnostic aid which science has 
made available. Among the more obvious of these would be 
the x-ray, urine and blood tests, pathological and micro- 
scopical examinations. If you have an honest doubt as to 
the correctness of your diagnosis, after you have done your 
best, call another doctor whom you consider more com- 
petent, to confirm your diagnosis. 

“Before consenting to treat or operate on a patient, in- 
quire honestly of yourself whether you are in fact com- 
petent to treat or operate for the particular malady which 
confronts you... . 

“In all cases of surgery, consider carefully whether in 
fact a surgical operation is required. In case of doubt, con- 
sider whether the less radical rather than the more radical 
course is the procedure of choice. Never neglect the most 
rigid attention to all antiseptic precautions ... give heed not 
only to the sterility of the operator and his instruments, but 
to all those who participate in the operation. Make sure that 
a careful sponge count is made. After calling for the count 
and before closing the incision, verify the count by a careful 
manual examination of the operative field. Put a record of 
this examination on the hospital chart... . 

“Make sure that all your instruments and appliances are 
of the most approved design and make, and are in proper 
working order. .. . Be careful that your surgical needles are 
secured from some well recognized manufacturer, and that 
the needle used is of a size and strength adequate to the 
demands that will be placed upon it. 


“Be careful in your choice of an anesthesia. . . . Be 
careful to inquire as to the preoperative preparation of your 
patient. . . . Ascertain from the patient's history whether he 


has an idiosyncrasy for any particular form of anesthesia. 
. . . Consider carefully whether or not a general or local 
anesthetic is one of choice... . 

“Keep careful records. This applies not only to the 
records of the office, but to the records of the operation and 
of the hospital aftercare. If possible before operating, it is 
wise to have the patient consent in writing to the operation. 
This record should contain a brief statement showing that 
the patient understands the nature of the operation. Where 
a patient insists upon leaving the hospital against the doctor’s 
advice, make sure that a statement is signed setting forth 
that fact. When one physician desires, or through cir- 
cumstances beyond his control is forced to relinquish a case 
to another physician, cause the patient to consent to this 
course in writing. 

“One of the most productive sources of litigation is that 
of x-ray therapy and diathermy. Do not work in this field 
unless you understand it. X-ray therapy and diathermy are 
highly technical specialties. . . . New discoveries and new 
theories are being constantly evolved. The proper factors of 
dosage and other factors require a knowledge of the best 
and most recent thought upon the subject... . Do not leave 
your patient unattended... . 

“Keep abreast of the times, and read the medical journals 
and the new textbooks. Keep your knowledge fresh and 
up to date. Attend your meetings where you will often 
hear papers of great scientific value. 

“Be conservative in your prognosis. Unjustifiable prom- 
ises most often lead to disappointment,—sometimes to mal- 
practice actions. In treating your patient or his family, ex- 
ercise the highest degree of good faith. Be scrupulously 
honest in your advice and treatment. 

“Be tactful and just to your fellow practitioners. Do 
not indulge in needless criticism. The fact that you form 
or act upon a conclusion different from that of your prede- 
cessor affords in and of itself no just basis for condemning 
his judgment or his action. Careless remarks, oftimes un- 
just, have not infrequently led to litigation.” 


The Executive Committee of the American Osteo- 
pathic Association appointed a committee three years 
ago to investigate professional liability insurance in all 
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of its angles. Two years ago the Executive Commit- 
tee appointed a second malpractice insurance com- 
mittee to continue with the work done by the original 
committee, and last year, following the Detroit con- 
vention, a third committee was appointed further to 
consider this professional liability insurance survey. 
To the best of our knowledge, all insurance com- 
panies in the United States which write professional 
liability insurance either on individual physicians or 
on hospitals, were asked to submit their policies, their 
rates, statements of their financial standing, etc., so 
that this committee might form an opinion concerning 
which companies could be recommended to the mem- 
bers of the American Osteopathic Association as suit- 
able carriers for malpractice insurance. 

The Loyalty Group of Newark, New Jersey 
(composed of the Metropolitan Casualty Company 
and the Commercial Casualty Company), the United 
States Fidelity & Guaranty Company, and the Hart- 
ford Indemnity Company are to be recommended as 
suitable carriers for personal policies for professional 
liability insurance. All three companies are old, sub- 
stantial, insurance companies, all with excellent rec- 
ords of equitable dealings with their insured risks 
over a long period of years. No osteopathic physi- 
cian or surgeon need hesitate in accepting a contract 
with any one of these three companies. The protec- 
tion offered is adequate, and insofar as we are able to 
decide, equal in all three companies. There is some 
difference in the amount of annual premium charged, 
and this varies in different states. The choice of a 
carrier for professional liability insurance should rest 
with the individual osteopathic physician, and at the 
present time we would recommend that a local in- 
surance agent, a resident of the town in which that 
osteopathic physician practices, should handle this 
matter for him. 

Now in the matter of professional liability in- 
surance for osteopathically owned and managed pri- 
vate or charitable hospitals or sanitaria, a policy with 
the Metropolitan Casualty Company or the Commer- 
cial Casualty Company, both members of the Loyalty 
Group of Newark, New Jersey, or the United States 
Fidelity & Guaranty Company, would be a safe and 
adequate contract. It is impossible to get profes- 
sional liability insurance for an institution for nervous 
and mental cases. The loss ratio for this type of 
institution has been so poor that insurance companies 
have decided against it. 

It is impossible to touch adequately on the many 
angles of professional liability insurance which this 
and previous committees have investigated, in the 
short period of time allotted for this paper. If one 
fact stands out above all others in the minds of the 
members of these committees, it is this: The laws 
which confer upon a physician the right to practice 
medicine in any form, confer upon the patient the 
right to recover from the physician money for errors 
or negligence in that practice. Before starting the 
practice of the healing art in any form one should 
purchase adequate professional liability insurance, and 
never be without it as long as he continues in practice. 

First Natl. Bank Bldg. 
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The Business Side of Osteopathy 


Grorce M. LauGHLin, D.O. 
Kirksville, Mo. 


A profession has its business side. This relates 
not only to the individual in the profession but also 
to our professional institutions, schools, hospitals 
and sanitaria. As a rule, I believe that a profes- 
sional man should confine his major activities to his 
profession. That is, he should not engage in other 
business outside of his professional activities. 
Whenever he does so, although he may make a suc- 
cess of the business, it takes time and thought away 
from his profession. He will probably not advance 
as far in his profession as one who devotes his en- 
tire energy to professional activities. 


This rule, I believe, applies to a greater extent 
to the one engaged in practice exclusively than to 
those of us who are connected with institutions and 
are obliged to arrange for the finances of the in- 
stitutions. 


Even where a practitioner does not engage in 
any business outside of his profession, it is highly 
desirable that he should have at least an average 
amount of business ability. The business side of a 
profession consists of a few very essential things. 
First, the practitioner should attend to his busi- 
ness as a good business man attends to his. He 
should be in his place of business at stated times 
to meet and take care of those who may call for his 
services. He should keep an accurate account of 
his charges, and where the practice is conducted on 
a credit basis as most practices are, statements 
should be mailed at least monthly and collections 
made as promptly as it is possible to make them. 
The books should be so arranged that he can turn 
at a moment’s notice and find what any patient 
owes. 


It is customary for most people to pay their 
bills monthly and there is no good reason why 
they should not pay their doctor bills in this man- 
ner the same as they pay for groceries, light and 
gas. In cases of acute illness, it might be better 
not to send bills until the patient recovers, but in a 
strictly office practice the bills should be paid 
monthly. 

I think it is not good business for a young 
doctor to have too many outside activities. He 
should be known as a doctor, rather than as one 
who sings in the choir, or plays golf, who is able to 
attract some attention in his community in some 
activity outside of his profession. Perhaps after 
one becomes well established in his community as a 
physician, he can afford to have some outside ac- 
tivities. It is probably good for one to do so but 
I doubt very much if it aids him to any extent in his 
professional work to have outside activities. 


I think we can safely say that any physician 
should be on his way up for the first twenty or 
twenty-five years in practice, and there are many 
things a young physician can do that will help him 
in this upward climb. Strict attention to pro- 
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fessional activities is probably the greatest in 
importance, with constant attempts to improve 
himself in his professional work, by reading profes- 
sional publications, attending clinics and associa- 
tion meetings and making the best use of the ex- 
perience he gains in contact with sick people. One 
also, I think, should learn to make the best possible 
use of the equipment which is available or which 
he has at hand. 


A young man who was about to graduate told 
me that he could make a living with his banjo if 
he was unable to establish a practice, as he would 
undoubtedly be able to hook up with some orches- 
tra. My advice to him was to take his banjo with 
him until he got to the middle of the Mississippi 
river, which he was obliged to cross, and pitch it 
into the river. 


Many successful men in osteopathy have had 
to make good in their earlier years with osteopathy, 
and they did so because osteopathy, in time, proved 
its value. But I think they succeeded partly be- 
cause of the fact that they had nothing else to fall 
back upon. I think after one has been in the com- 
munity for a number of years, it is well enough to 
take part in civic activities, but it is certainly en- 
tirely out of place for a doctor of osteopathy to at- 
tempt to sell anything to his patients except osteo- 
pathic service, or to be actively engaged in any 
commercial pursuits, such as the operation of a 
garage or store or similar business. 


I know of a few osteopathic doctors who have 
acquired some competence and have become bank 
directors. As a rule, there would be no objection 
to this from the professional standpoint, except of 
course, that during the past few years the banking 
business has not been very successful. 


For the individual in any profession, there is 
one sound rule which relates to business life and 
that is that he should spend less money than he 
makes. This is the rule by which all business is 
measured. The successful business shows a profit 
and the unsuccessful business is conducted without 
profit or at a loss. At the outset, one’s program for 
spending money should be carefully arranged so 
as not to allow the accumulation of debts. If the 
young practitioner’s income is one hundred dollars 
per month, he can and should arrange his expendi- 
tures to be less than that amount. 


There are many things for which money may 
be spent in connection with fitting up an office and 
acquiring equipment, but it is bad business for any 
professional man to spend a large amount of money 
for equipment unless the equipment is essential and 
will produce a good return upon the investment, 
and also unless he has the money in hand to pay 
for it or has every reason to believe that he will get 
the money promptly to take care of any deferred 
payments. Salesmen call upon osteopathic physi- 
cians to sell various lines of equipment, surgical in- 
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struments, x-ray machines, electrical equipment, 
lamps, etc., all of which may have their proper place 
in an office, provided there is sufficient use for them 
to make a good return on the investment and pro- 
vided, of course, that the physician has sufficient 
skill to use the instruments and apparatus thus ac- 
quired. 


Most of the electrical equipment now offered 
for sale has a limited field of useful application. 
Much of it is very expensive. It is equipment de- 
signed for special practice rather than general prac- 
tice, and I would be very cautious about advising 
anyone to buy instruments and equipment that he 
does not have a real need for. As a rule, any ap- 
paratus or instrument bought with the idea of mak- 
ing an impression upon patients is a business mis- 
take. 


Office furniture and equipment should be sub- 
stantial but need not be expensive. In my own 
practice, I have found that a fifty dollar operating 
table serves my purpose. There are many for sale 
that cost more than one thousand dollars, but it is 
poor business to buy such equipment. 


When a business is well conducted, there will 
be a surplus at the end of each year after the busi- 
ness is well established. This surplus should not 
be withdrawn from the business, but should be 
safely invested so that it may be drawn upon in 
times of depression. Nearly all of us would be 
better off today if we had been satisfied to invest 
whatever surplus we may have had, during the 
years when business was good, in low interest- 
bearing Government bonds, rather than in stocks 
which we hoped might advance so that they might 
be sold at a profit and which today, in many in- 
stances, are practically worthless. 


The needs for money in the case of a profes- 
sional man with a family are so extremely numer- 
ous that I would not be able to enumerate all of 


them. First, there is the expense of the office, the, 


rent, the office help, together with the usual office 
overhead. There is the expense of the home, rent 
or payments on a home which must be met at stated 
intervals. There are the expenses of a car, the pur- 
chase price and upkeep; the expenses for educa- 
tion of the children; payments on life insurance, 
and numerous other items more or less essential. 
The means to meet all of these obligations must be 
acquired from one’s practice and, of course, the in- 
come must be a steady one in order to meet all of 
these requirements. But, the essential thing from 
the business standpoint is to apply the well known, 
but too often not observed, business principle of 
spending less than one makes so as to provide for 
a surplus which may be highly essential in meeting 
an emergency. 


If one is able to acquire a surplus after a num- 
ber of years, it should be safely invested. Often it 
can be successfully invested locally, first in a home 
and then in other real estate, but I think more often 
the best investment is in low interest-bearing bonds 
that are retired by taxation. Although the interest 
is low, the principle is safe, which is, after all, the 
main thing. 

I should like to mention next the business side 


of our professional institutions, particularly our 
schools and perhaps also our hospitals, most of 
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which are privately owned and derive no income 
from the state or municipality in which they are 
located. An educational institution in order to do 
good work must have suitable buildings, properly 
equipped laboratories and a teaching force capable 
of directing and instructing students. All of these 
things require money. Practically all of our col- 
leges are self-supporting. I mean by that they do 
not receive any aid from the state nor income from 
productive endowments. It is a question of travel- 
ing upon our own steam. 


Most of our colleges have been a long time in 
building. Of necessity it could not have been other- 
wise. All were started without the ownership of 
buildings or needed equipment. The money to 
build them has come largely from the private prac- 
tices of those who have been responsible for them. 


We have always considered that if our colleges 
could pay the necessary overhead for operating, that 
they were doing well. Some of our institutions, no 
doubt, now have considerable debt on their build- 
ings. These debts, as they are interest-bearing 
debts, are burdensome and it is hardly hoped that 
they will ever be liquidated from any profit which 
may come from conducting the schools. The money 
to retire these debts must, of necessity, come from 
either the profession or from philanthropic indi- 
viduals outside of the profession. I believe the time 
will come when our educational institutions will be 
able to get appropriations from the state as is now 
done by allopathic colleges that are connected with 
state universities. That is a possibility and should 
not be overlooked whenever the time seems right 
to ask for such aid. 


All of our educational institutions at present 
are non-commercial. They are not business institu- 
tions conducted for the purpose of making a profit 
but at the same time there is a business side which, 
of necessity, must be applied to these institutions 
and it is the same common-sense business principle 
of which I have already spoken in this discussion, 
and that is—expenditures must not exceed income 
and wherever possible a surplus should be built up, 
even though a small one. This may be used as the 
nucleus for an endowment. 


My experience in connection with operating a 
school has shown me the very great necessity of 
using business principles in conducting an educa- 
tional institution. Expenses are always far more 
than anticipated. In our own institution, salaries, 
which constitute the big item, are only about 50 per 
cent of our total expenses. Whenever the income 
declines, we arrange to cut down the overhead so 
as to take up a large part of the slack in our in- 
come. Where there is a surplus, it may be drawn 
upon if needed, but this should never be done ex- 


cept in case of a temporary emergency. 


Where there are no debts and a substantial sur- 
plus, it is not a difficult matter to arrange to fit the 
expenditures to the income. I think sometimes our 
vanity leads us to go into debt in order to make a 
good showing or to make an impression which is 
well enough, perhaps, if everything goes well. The 
burden of debts is breaking the backs of millions of 
our people. To construct a fine building and owe 
for the major part of it is a business mistake. It is 
a mistake to buy a high-priced car and to owe for 
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it. An institution is far better off to get along with 
the equipment at hand than to go too deeply into 
debt for improvements. It is always better to wait 
until a large part of the money is in hand before 
arranging for any expenditures, however necessary. 


Our hospitals, except in the case where they 
are owned and operated by colleges, are privately 
owned or at least a group of individuals in the pro- 
fession have assumed the responsibility of building 
and operating them. In some instances that I know 
of, very creditable hospitals have been built, and 
there are considerable debts against such buildings. 
In some cases, I believe the debt is well in hand 
and has been gradually reduced. In such cases, of 
course, there is good business management. 


A successful practice has a small beginning. 
A successful business of any kind has a small be- 
ginning. Successful institutions have small be- 
ginnings. Practically nothing is successful that at- 
tempts to start fully grown. 


I think there are a great many instances of 
men in our own profession who are successful 
business men. It is a happy combination. There 
are, no doubt, many business failures among pro- 
fessional people but, as a whole, I believe that the 
business ability of osteopathic physicians compares 
favorably with the business ability of other profes- 
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sional people. I think we have made a wonderful 
record from the purely business standpoint in the 
accomplishments we have made in building the in- 
stitutions we have today. The allopathic profes- 
sion has no such record, nor has any other system 
which is a departure from the dominant school of 
medicine been able to make a business record com- 
parable to that made by those who have been re- 
sponsible for osteopathic institutions. Allopathic 
colleges and hospitals have been built by other peo- 
ple’s money, not by money that came from the 
allopathic profession. Many of them are supported 
by the state. 

A few of our institutions have fallen by the 
wayside simply because they were not built or con- 
ducted upon business principles. I believe that 
practically all that remain are in good financial 
shape. Where there are debts, plans have been 
worked out to retire them and the business manage- 
ment is good. For the institution and for the in- 
dividual in the profession, there is constantly 
presented the problem of balancing the budget. It 
is the one question that is now engaging our fed- 
eral, state, and municipal governments and it is 
the one that must be solved if there is to be a re- 
turn of business stability and a greater degree of 
prosperity. 

_ 711 W. Jefferson St. 


The Oral Focus of Infection in Systemic Disease* 
FrepericK F. Mott, D.D.S. 


Chicago 


Among the most important advances in things 
medical during the last century has been the knowl- 
edge acquired regarding focal infection which, during 
the past two decades, has become a matter of ac- 
cepted fact rather than theory. 

As in all departures from orthodox medical prac- 
tice the over-enthusiastic made a fad of “focal infec- 
tion,” and those too lazy to work out an adequate 
diagnosis turned to it as an easy way out. Multitudes 
of teeth were needlessly sacrificed and necessarily 
there were many disappointments to both the physi- 
cian and the patient who had been led to believe the 
loss of his teeth would be an infallible panacea. Never- 
theless, in spite of these excesses the original thought 
voiced first by Hunter and corroborated by Billings, 
Rosenow, Post, Mayo and a host of subsequent in- 
vestigators, still stands. Add the testimony of the 
myriads of patients cured or benefited by the elimina- 
tion of infectious foci and we have little basis for 
disbelief or ultraconservatism. 


My own ten years of general practice in dentistry 
preceded this period. During these years I followed 
the routine of accepted procedure, devitalized teeth, 
treated putrescent and abscessed teeth, and bolstered 
up by splinting, or any other available method, teeth 
so badly denuded by the ravages of pyorrhea that 
they could otherwise not have been retained—den- 
tistry as taught in those days when teeth were appar- 


*Delivered before the A.O.A. Convention, Milwaukee, 1933. 


ently looked upon as a thing apart, having no other 


-relation to the body entity than the function of masti- 


cation. My entrance into specialized practice ante- 
dated but slightly the pronouncements of Hunter—a 
bombshell as it were—received with resentful antag- 
onism by the dental profession and with skepticism by 
a large part of the medical men. The x-ray had had 
but small use in dentistry, due principally to the lack 
of adequate equipment such as plates adapted to den- 
tal use, and to a lack of understanding of the sig- 
nificance of pathologic changes as shown. So not 
only have I been able to observe, but also I have been 
fortunate in having a small part in the pioneering and 
development of the newer focal infection knowledge 
and its corollaries—improved anesthetic, operative 
and radiographic technic. On the basis of this ex- 
perience and observation I shall make some rather 
dogmatic statements. 


1. By far the larger proportion of primary foci 
of infection are found above the clavicle—probably 
75 per cent. In this group are embraced pathologic 
conditions of the teeth and supporting structures, ton- 
sils, sinuses, ear and mastoid. 


2. Of these primary foci, those most easily de- 
terminable and most accessible for elimination are the 
teeth and oral structures. Pathologic conditions in- 
volving the teeth may be causative or contributory 
factors in tonsil or sinus disease as well as disturb- 
ances resulting from metastasis. 


— 
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3. It is doubtful if any pulpless tooth, either 
devitalized with the pulp extirpated under the most 
strict asepsis or treated after becoming putrescent or 
abscessed, can ever be considered “safe” in regard to 
focal infection. 

4. The fact of such a tooth being “x-ray nega- 
tive,” that is, showing no bone destruction at its apex, 
has little if any significance. In the first place it does 
not indicate whether the tooth has been putrescent 
or has been intentionally devitalized; secondly, the 
presence of periapical destruction, while indicating 
that there has been original or secondary pathologic 
bone destruction, does not apparently make that tooth 
more definitely a factor in systemic disease than is 
that showing no such destroyed area. On this basis, 
likewise, the filling in of destroyed areas that it is so 
frequently possible to demonstrate after root canal 
“treatment,” is no tangible evidence that such a tooth 
has become a negative factor. 

5. Pyorrhea, the cause or causes of which have 
not as yet been completely demonstrated, becomes a 
menace in the degree that pockets are produced. The 
elimination of pockets either by treatment or by 
surgery and the avoidance of further pocket forma- 
tion by assiduous treatment removes the menace of 
such teeth. It is questionable if such a result may 
satisfactorily be obtained if the destruction has de- 
nuded more than one-half of the root length. The 
radiograph, it should be stressed, does not present the 
final diagnostic information. It should be checked by 
a thorough clinical examination, and that, of course, 
by a competent dental diagnostician. 

6. If determinable potential foci of infection 
exist the folly of attempting treatment of diseases that 
have been demonstrated to be of focal infection origin 
or that may be remotely contingent upon the presence 
of such sources is about as foolish as trying to bail 
out a boat without making an effort to stop the leak. 
We are surely justified in assuming that what the 
physician wants to accomplish is a cure, vet it is 
tragic to note how often these possible or probable 
causes are overlooked or casually ignored. 

7. Masticatory efficiency with one’s own sound 
teeth is infinitely to be desired; retained at the ex- 
pense of possible invalidism, or worse, it is surely 
not worth while. Present day dentistry is capable 
of replacing most satisfactorily practically any dental 
loss ; no way has yet been discovered to replace hearts, 
eyes, kidneys, gallbladders or stiffened joints. Many 
patients would be happier toothless and ache-less, 
than able to chew but having little else in life. The 
decision may be based upon a study of proportions 
but the patient should at least be given an opportunity 
to make a choice. 

8. Of all conservatism, that manifested by the 
teaching staffs of dental colleges, as a whole, is the 
greatest. Among this group one finds the utmost 
reluctance to abandon old teachings and embrace new. 
This is particularly apparent in regard to devitaliza- 
tion of teeth. 


Quoting Post in a recent contribution: ‘The list 


of systemic diseases arising from infections in and 
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about the teeth is a long one. . . . The most com- 
mon diseases concern the nervous system, the joints, 
muscles and their fasciae, blood vessels and the en- 
docardium, the blood and general intoxications. 


“Neuritis probably ranks first in frequency among 
the nervous diseases and may involve any peripheral 
nerve—the intercostal, sciatic, brachial, facial, supra- 
orbital, optic, occipital, ilio-inguinal, or pudendal. .. . 


“Formerly too many victims of general weakness 
were allowed to suffer under the disagreeable name 
of ‘neurasthenic,’ when the eradication of dental in- 
fection would have relieved them. Only recently a 
mild psychosis of too long duration in a young woman 
recovered after clearing the mouth of systemic infec- 


“Outside of the nervous system, the joints and 
adjacent soft tissues and bony structures are most 
frequently attacked by infections from the dental 
structures. . 


“Other forms of systemic disease originating in 
infections about the teeth need only to be mentioned 
to indicate how important and how extensive are the 
relationships of dentistry in the field of medicine. 
Myositis of the rheumatic type as in lumbago, at 
times a generalized affair; at other times involving 
the myocardium. The fascial and tendon sheaths may 
also be involved. Occasionally an active, fatal en- 
docarditis follows upon the removal of a tooth with 
active abscess. In obstetrical practice it is now be- 
lieved by some good observers that the presence of 
alveolar infection increases the liability to intoxica- 
tions of pregnancy with eclampsia. Nephritis of the 
focal glomerular type may sometimes be traced to 
dental infection. . 


“Chronic infections of various kinds have long 
been known to be an important cause of secondary 
anemia and why should infection in the jaw be an 
exception in its influence upon the blood-forming 
functions of the body.” 


This entire article is intensely illuminating and 
might profitably be quoted in toto. Particular signifi- 
cance attaches to these quotations because, written 
within the last few months, they check so identically 
with the original hypothesis put forth almost twenty 
years ago, thus contradicting those who would tel! us 
there is nothing to the “focal infection theory.” 


The enire situation simmers down to a willingness 
and desire for collaboration between dentist and physi- 
cian, each recognizing and respecting the other’s prob- 
lems, but working toward a common objective—the 
benefit of the sick patient. No doubt the elimination 
of obvious dental sources of infection in the appar- 
ently well patient is excellent life insurance; how 
much more urgent, therefore, is such a procedure for 
the patient definitely ill and how rational and funda- 
mentally desirable to erase these from the picture 
before treatment of resultant systemic malfunction is 
undertaken ! 

25 E. Washington St. 


. 
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The early study of the pathology of the vertebral 
lesion presented great difficulties. Ordinary methods 
of dissection and the study of microscopic slides pre- 
pared by ordinary technic do not show areas of edema, 
rigor, or hypersensitiveness of nerves. The petechial 
hemorrhages in the deeper layers of spinal muscle 
show in ordinary slides; other pathological findings 
require special methods. 


The recognition of the lesion itself is possible by 
palpation, though this method permits several sources 
of error and of individual variation of judgment. 
One source of possible error is the fact that the peri- 
articular tissues and the periosteum become swollen 
after vertebre have been lesioned. Carefully pre- 
pared stereoscopic x-ray plates show vertebral lesions 
plainly, on careful study. Vertebral lesions do not 
show distinctly at a glance, and persons who are 
accustomed to the vividness with which a broken 
bone is shown on an x-ray plate may be disappointed, 
and may even fail to recognize vertebral lesions. 


In order to be sure of the position of vertebre 
concerned in an osteopathic lesion, it is necessary to 
study the stereoscopic plates carefully, comparing the 
various surfaces and points on the two sides, one by 
one, and checking the findings by reversing the plates 
in the holders. By this careful examination of ster- 
eoscopic x-ray plates an ordinary vertebral lesion can 
be exactly described and located. 


On palpation of a vertebral lesion several path- 
ological conditions can be recognized. These cannot 
be verified exactly in human subjects, but by means of 
animal studies the antemortem findings by palpation 
can be compared with the postmortem findings and 
the relations determined. In a few cases it has been 
possible to compare human antemortem and _post- 
mortem conditions, and these findings have seemed to 
verify the results of animal experimentation. 


The changes which occur around a lesion include 
several important factors. The bony displacement is 
usually easily recognizable by “osteopathic” fingers. 
The spinous process may be unchanged or diverted to- 
ward the right or the left, or upward or downward. 
In any case this change alone is not pathognomonic. 
The articular processes are changed in position; the 
right and the left articular processes may or may not 
be symmetrically affected. Both may be diverted 
upward or downward in the same manner, or one may 
be diverted farther from the normal position than the 
other. One may be diverted upward (cephalad) and 
the other downward (caudad). The vertebra is a 
single bone, and by a study of the normal spine it is 
easy enough to see how the various abnormal positions 
may be associated with these various findings on pal- 
pation. The bodies of the vertebrz are usually con- 
cerned in the displacement; this is evident by a study 
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of x-ray plates and also by postmortem examinations. 
The bodies of the vertebrz are easily studied at human 
autopsies, and of course it is very easy to study animal 
spines in this regard. 


The amount of actual displacement of the verte- 
bre is slight, though on palpation the amount of dis- 
placement may seem considerable. This is due to the 
fact that the periarticular tissues and the periosteum 
become swollen and thickened after the lesion has 
been present for a time. In small animals this edema 
around the lesion is palpable within a few hours; in 
older and in larger animals it is not recognizable for 
a day or two. In a few cases human subjects have 
been examined shortly after an accidental lesion; the 
edema appears more speedily after forcible and 
strenuous methods, in animals, and after sudden and 
sharp applications of force in human accidental cases. 
Lesions produced by very gentle methods, in animals, 
or as a result of milder strains, in human accidents, 
are followed by less marked early edema. All kinds 
of lesions, however produced, finally have about the 
same degree of edema. 


The edema is recognized, on palpation, by a 
“doughy” feel of the tissues. Pitting is rarely ob- 
served around a lesion which is not complicated by 
renal or cardiac disorders. The skin itself often seems 
thicker than that over neighboring vertebre and the 
skin may be dryer. In animals the hair or the fur 
is often thinner, dryer and more brittle over lesioned 
vertebrae. Edema of the deeper spinal muscles is more 
marked than that of the superficial tissues. It is rec- 
ognized, on palpation, by the same doughy consist- 
ency of the tissues. On steady pressure of edematous 
muscles, the fluid is gradually forced away, leaving 
the tissues conspicuously softer and flabbier than be- 
fore the pressure was begun. Manipulation of such 
tissues may be beneficial. 


Edematous areas around vertebral lesions are 
demonstrated by animal study. The animal has a few 
cubic centimeters of some reagent injected into its tis- 
sues or veins, and, after a time which varies for 
different animals and for different reagents, the animal 
is studied. Edematous tissues and those which are the 
seat of acidosis show characteristic colors, not shown 
by normal tissues. 


By comparing the findings on antemortem pal- 
pation with the reactions produced by this experiment, 
it has been determined that the doughy feeling found 
on antemortem palpation coincides with the edema 
found postmortem by the color changes. These ede- 
matous areas have been outlined also by a study of 
stereoscopic x-ray plates. The work of Earl R. Hoskins 
of Chicago, and J. Strothard White of Pasadena, 
Calif., is especially admirable in this field of study. 


On palpation of the tissues around a chronic le- 
sion, areas are often found in the deeper spinal muscles 
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which are rather sharply differentiated from the rest 
of the muscle and which seem to be more turgid than 
normal. The sensation given is that which might be 
conceived of as due to contracted parts within the 
relaxed muscles. These regions are recognizable in 
both human and animal subjects. Microscopical ex- 
amination of these muscles shows areas of rigor. The 
muscle fibers so affected are somewhat swollen, are 
more definitely subalkaline than the rest of the 
muscles, and they show dim striations and cloudy 
swelling of the muscle protoplasm. The nuclei in such 
regions stain dimly, and the nuclear structure is rather 
vague and hazy. This rigor resembles that of rigor 
mortis but is milder in degree. It occurs in muscles 
whose nerves have recently been severed, before 
atrophy is recognizable as such. These regions of rigor 
are not usually hypersensitive, though a mild aching 
may be associated with them. Manipulation of muscles 
in this condition may cause increased pain, never sharp 
or lancinating, however. The antemortem manipulation 
of such muscles does not seem to increase the pathol- 
ogy, but there is no reason to believe that any cura- 
tive effects are thus secured. The contracture or rigor 
is not relieved by manipulations such as are ordinarily 
given preparatory to corrective treatment. 


On palpation there are other regions within the 
deeper spinal muscles which show increased density, 
but which do not give the turgid feeling which is as- 
sociated with regions of rigor. There is a sensation 
rather of definite hardening of protoplasm, and this is 
usually associated with the most extreme hypersen- 
sitiveness. Patients often flinch and complain when 
such muscles are handled. The term “like a boil” is 
often employed by such patients. Animals often flinch 
when such muscles are palpated. On microscopic ex- 
amination, these parts are associated with tiny hem- 
orrhages per diapedesin. These minute hemorrhages 
occur repeatedly in the small deep muscles of lesioned 
segments. In animals, manipulation of such muscles 
increases hemorrhages, both as to number and as to 
size. Under ordinary circumstances, the hemorrhage 
ceases with the coagulation of the extra-capillary 
blood. Manipulation breaks the clot and permits the 
bleeding per diapedesin to continue for a longer time. 


The sites of hemorrhages which occurred at vari- 
ous intervals before death can be recognized micro- 
scopically by finding erythrocytes in various stages of 
degeneration just outside the capillary walls, and by 
finding small brownish or greenish stains in the con- 
nective tissues in the same locations. 


On palpation of the small, deep, spinal muscles 
around an old chronic lesion it may be noted that 
there are apparently atrophic strands with very tense, 
hard, irregular masses within the muscle substance. 
On microscopical examination these muscles are found 
to be truly atrophic in irregular areas, with scar-like 
masses of hypertrophic connective tissue fibers inter- 
mingled. These hypertrophic scar-like masses are often 
associated with the brownish stain indicating old hem- 
orrhages, and it seems very probable that the con- 
nective tissue hypertrophy followed, at least in many 
instances, the hemorrhages per diapedesin. These 
atrophic and sclerotic muscles are not hypersensitive. 


Vertebral lesions in the experimental animals at 
Sunny Slope have rarely been complicated with in- 
fections. In five cases animals which had been used 
for inoculations were also lesioned. In three cases 
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these animals showed evidences of chronic inflamma- 
tion, with spondylitis deformans, such as may occa- 
sionally be found in human spines. In all three cases 
the spondylitis affected only the lesioned vertebre. 
Other experiments must be made; it may be that 
chronic infectious processes tend to attack lesioned 
rather than normal vertebre (which is what we should 
expect, of course). 


In the absence of chronic infections, the verte- 
bre of animals do not show structural changes. It is 
often said that bones accommodate themselves to ab- 
normal positions by changing in form, but this does 
not occur in experimental animals, even when the le- 
sion is produced in very early life and remains until 
very old age. A vertebral lesion is never present so 
long that at least partial correction is impossible, and 
at least partial restoration of normal function on the 
part of the viscera affected, in animals. In general, 
the longer a lesion is present the more difficult is its 
correction, and the less is the possibility of securing 
complete return to normal. But “it is never too late 
to mend” lesioned animals. I doubt if it is ever too 
late to mend lesioned sick people, though it must be 
confessed that mending is never the same as making 
new. 


The methods employed in the correction of lesions 
in animals are the same as those which might be em- 
ployed in the correction of human lesions. Prelimin- 
ary massage of the tense and contracted tissues has 
not been found good for the animals. The less han- 
dling of the edematous, hemorrhagic, rigid or atrophic 
muscles, the better. The most efficient correction of 
bony lesions has been the restoration of the bones to 
their normal positions by means of repeated, not too 
forcible manipulations directed to the spinous or the 
articular processes according to the structural rela- 
tions of the animals being treated. The spinous proc- 
ess is often too soft to use at all, but it is a very 
convenient handle when it is strong enough. In ani- 
mals the ribs are usually too soft to be used at all, for 
the correction of vertebre. The transverse processes 
provide a fairly convenient and rigid handle in most 
animals. 


The correction of chronic lesions is often fol- 
lowed by increase in the local pathology, this always is 
the case when very strenuous methods nave been em- 
ployed in correction. In very old lesions, which are 
probably associated with considerable hyperplasia of 
connective tissues, this swelling, local acidosis and con- 
gestion of the tissues around the lesion which has been 
forcibly corrected, is probably helpful. By means of 
these reactions the tissues are softened and the new 
position is more easily maintained. Local pathology, 
especially the hemorrhages, may be increased by too 
forcible methods. In recent lesions, with edema, con- 
gestion and hemorrhages dominating the pathological 
picture, forcible methods are contraindicated for ex- 
perimental animals, and their use is probably not good 
for human subjects. 


The proof that a lesion has been corrected is the 
same as the proof that it was present in the first place. 
After a lesion has been corrected for a few days, pal- 
pation shows the normal bony and soft-tissue relations, 
and there is usually some improvement in the symp- 
toms due to visceral involvement. 


Stereoscopic x-ray plates, carefully studied, show 
that the bones have been returned to their normal re- 
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lations, and evidences of local edema or the conges- 
tion of the muscles, which might have been present in 
the plates taken before the lesions were corrected, are 
sometimes found absent within a few days after cor- 
rection. Perhaps a few weeks may be required for 
complete removal of the evidences of edema and con- 
gestion resulting from an old lesion. 

In the experimental animals, the longer a lesion 
has been present the less complete is the restoration 
of perfectly normal tissue relations. The petechial 
hemorrhages cease, but the evidences of the old hem- 
orrhages into the small deep spinal muscles remain 
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for quite a long time, if the lesion persisted for six 
months or more. Scar-like areas and atrophic muscle 
fibers are not capable of being restored to normal, 
though there may be some local compensatory hyper- 
plasia of the muscle fibers. 


The rigor and the edema disappear completely 
within a few days after the lesion has been corrected. 


In experimental animals we have never found a 
lesion that had persisted too long for good effects to 
follow correct osteopathic treatment. 


810 Prospect Ave. 


Some Phases of the Radiography of Bone* 


E. R. Hoskins, D.O. 


Chicago 


Perhaps the greatest knowledge about the syn- 
drome which we are pleased to call the osteopathic 
lesion is assembled in this convention. All of us know 
clinically what it does to remote tissues and to sur- 
rounding tissues. We know quite a good deal about 
the bony factors concerned in this syndrome. We 
know how to test alignment, intersegmental mobility, 
and the state of the immediately surrounding soft tis- 
sues. We picture, or should picture, what is going 


-on in the particular segments involved and direct our 


forces of treatment according to that picture. 


We have all had the experience of finding out 
that the picture we visualized so well did not respond 
to treatment as we had reason to expect. Sometimes 
this was the fault of the treatment attempted, but 
sometimes the picture was incomplete or imperfect. 
The “feel of the back” is a matter of individual tech- 
nical skill and judgment and this can never be ex- 
pected to be absolutely uniform. So far I do not 
know of any method that is anywhere near as accurate 
in this regard as the use of the skilled human hands. 

I know well that x-radiance is oftentimes far less 
reliable, but possibly we have expected too much from 
this method of investigation. It is therapeutic history 
that conceptions of disease have altered with increas- 
ing knowledge about the particular disease in mind, 
and sometimes therapy has had to change propor- 
tionately. 

Possibly instead of saying that x-radiance does 
not demonstrate osteopathic lesions we should say 
that we need to investigate what is shown in the clin- 
ical presence of an osteopathic lesion. I believe enough 
is shown to aid materially in the lucid visualization of 
a process we are proposing to treat. 

Bone is a temperamental tissue. It reacts to abuse 
and to kindness. It is called upon to do a terrific 
amount of hard work. It usually does a good job of 
it. It shows indelibly the sort of usage it has had to 
endure but this showing is tempered with the nutri- 
tional aid it has had while doing its appointed task. 
sone structure arrangement has been called a “crys- 
tallization of lines of force” at work not only in the 
entire structure of a bone but in each localized portion 
of it. Technically this is easily shown in, the altera- 
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tion of bone structure lines of the calcaneus follow- 
ing a foot or ankle injury. All of us have seen radio- 
graphs of injured feet taken at the time of injury 
and later to determine the degree of repair. The 
bone fiber arrangement shown on these films is inter- 
esting. It will help materially in the study of posture 
to have films made even months after return to use. 
Many persons can date severe remote symptomatology 
to comparatively simple foot injury which changed 
the character of static and dynamic body balance. 


Growing bone can reasonably be expected to show 
the most spectacular changes. This is not entirely a 
result of greater liveliness in such bone but very 
largely the result of the opportunity afforded by nu- 
tritional reaction. Not only is nutrition available, but 
the forces applied to such bone are limited by muscu- 
lar development and lack of body growth. 


Because muscular habits can change rapidly, 
however, bone is often forced to develop ability to 
withstand unusual muscle stresses. The muscle at- 
tachment machinery may be inadequate and part of 
the shock stress may have to be absorbed by the de- 
velopmental epiphyseal cartilages. The actual junc- 
tion points of muscle or their tendons to bone must 
be rugged enough to allow the demanded muscle func- 
tion. If they cannot meet it they must, in well nour- 
ished children, develop cortical structure and shaft 
enough to meet the demand on that particular bone. 
Hence muscle use not only shapes bones but even 
determines their structural character. At the other 
end of the span of life comes a different picture. 
Muscle use through years of adaptation is decreased 
to the particular needs of each individual life. Men- 
tally and physically there is less desire to embark on 
newer muscular endeavors. Dut whether we will it 
or not there will come strains which have to be met 
whether they are our custom or not. Many of these 
emergencies are met satisfactorily—some immediately 
and some requiring muscle repair and consequent im- 
mobility. These immobilized areas work out splen- 
didly for the local injury but do not carry weight 
normally and in such locations of the spine grievously 
alter the normal weight bearing and other functions 
of the spine. Localized areas of altered postural 
stress cause localized change in functional require- 
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ments of the structure in the region thus localized. 
If this is a temporary condition only the traumatic 
changes incident to its cause may be expected. If the 
trauma is greater or the stress application change is 
persistent then adaptation changes are in order. When 
the body is able, it reacts to a demand by increasing 
the integral strength of the regions having more work 
to do, and we expect in a robust individual to be able 
to see changes in bone structure which may approxi- 
mate eburnation in even such spongy bone as the ver- 
tebral bodies. This is rather easily differentiated from 
simple arthritic changes, as arthritis is primarily a 
joint and articular process rather than initially one of 
supporting bone. We know full well that arthritis 
eventually produces marked changes in supporting 
bone. We know equally well that long continued 
atypical stress balance carried through supporting 
bone, must have its effects on articular surfaces, car- 
tilages, investing capsule and the rest of the structures 
included in the term, joint. 

One can not forget that bone structure is like 
the average man. When he can, he does what is 
rightfully to be expected of him. When he can not 
do what he should, he does the best he can in the cir- 
cumstances. So bone, as the result of abnormal 
stresses, may not be able to lay down bone commen- 
surate with the demand. The stresses are there and 
either they are met or else the bone goes down to 
defeat trying to meet them. We see many evidences 
of proportional inadequate defense against stress in 
the manifestation of pressure absorption or moulding. 
These are locally unfortunate in the spine but for 
the entire spine it often becomes a tragedy as the en- 
tire scheme of balance with opportunity for work is 
perforce rebuilt. 
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Not so long ago any lipping or exostosis forma- 
tion at the articular margins of joint surfaces was all 
that was necessary to proclaim that the radiographic 
showing demonstrated arthritis. Such a _ reading 
amounts to a confession of lack of complete knowl- 
edge about arthritis of which charge we all may plead 
guilty. These changes often take place without any 
clinical or other evidence of inflammation and cer- 
tainly can take place without the presence of infection 
as an etiological factor. But let an infection be added 
to the process and it may quickly become so typically 
arthritic that the initiatory process is overwhelmed 
by the clinical and structural evidence of a true arthri- 
tis. There is much in radiographic literature of late 
years about “senile arthritis” or the later preferred 
term “senile changes”. This has been forced by radio- 
graphic films of spines without symptomatology show- 
ing extensive marginal proliferation. 


This fact justifies careful thought as to just what 
senility is! We know a lot about what the glands of 
the body do to prevent or hasten old age. We know 
fairly well what continued overuse or abuse will do 
to various body structures and we know enough about 
the body structures and the bone changes associated 
with senility to be able from films alone to determine 
the period of life which the individual has reached. 
Yet there are youthful minds in senile bodies and cer- 
tainly senile kidneys in youthful bodies. It is my 
belief that a man is as old as his spine and that com- 
monly his spine ages prematurely most quickly be- 
cause of the postural imbalance associated with os- 
teopathic pathology which not only increases the work 
needed to live his life, but also undermines as well 
the structural integrity of the spine itself. 

17 N. State St. 


Diagnosis and Treatment of Urinary Bladder Pathology* 


F. Martin, D.O. 


Boston 


Urinary bladder pathology comprises approxi- 
mately from 10 to 20 per cent of the average general 
practitioner’s work. An appreciation of the common 
form of bladder pathology, together with indicated 
treatment is essential to all of us, especially to those 
with a general family practice. 


The most common bladder condition for which 
the practitioner is consulted is some form of cystitis 
which may be either primary in its origin or second- 
ary to other pathology. 


The three accepted symptoms of cystitis are— 
pain, notably with urination; frequency of urin- 
ation; and pus in the urine. Hematuria, if present, 
is slight, and constitutional symptoms, such as ele- 
vation of temperature, etc., are mild in degree, un- 
less the cystitis is a complication of some other con- 
dition. 


The causes of cystitis may be either bacterial or 
nonbacterial, such as chemical or traumatic. Pa- 
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tients suffering from cystitis, who exhibit constitu- 
tional symptoms, such as chills, fever, loss of weight 
and strength, etc., are usually suffering with disease 
of the kidney or, prostate, rather than a simple cys- 
titis. 

Time does not permit of our detailing the dif- 
ferent types of cystitis or of our describing the blad- 
der appearance in the different forms, although the 
treatment is markedly different for each form. 

The diagnosis of cystitis is made by the finding 
of pus in the urine together with the symptom of 
frequent and painful urination. When the condition 
is of recent origin and the patient applies for treat- 
ment a short time after onset, it is common proce- 
dure to treat the patient without first viewing the 
bladder; but in cases where the cystitis has per- 
sisted for weeks or months, treatment without a 
knowledge of the underlying pathology is univer- 
sally attended by failure; and this knowledge can be 
obtained only by the viewing of the bladder. By 
means of the cystoscope we are able to differentiate 
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the different types of bladder inflammation, ascer- 
tain the causative factors, and outline an intelligent 
regimen of treatment. 


The treatment of acute cystitis is rest, in bed 
if possible, and regulation of the diuresis; the pa- 
tient soon ascertains that his comfort is enhanced 
by drinking a good deal of water but ofttimes he in- 
creases the amount of fluid intake to such a degree 
that it becomes an irritant and the discomfort is in- 
creased. If there is retention, steps must be taken 
to alleviate it, through catheterization, if necessary. 
The diet should be very light, excluding all condi- 
ments, alcohol, spices, etc. These measures, together 
with osteopathic therapy and the application of heat 
over the bladder will often effect a cure of an acute 
cystitis, without resorting to the more drastic pro- 
cedures. The use of a dye medication associated 
with restriction of the fluid intake, has proven help- 
ful in some cases. 


In cystitis which persists in spite of the simple 
routine just outlined, it may be presumed that the 
cystitis is essentially secondary to some other lesion, 
and the only way in which this can be ascertained 
is by a very careful survey of the patient’s general 
physical condition, searching for foci of infection, 
plus inspection of the bladder through the use of the 
cystoscope. Often the chronic case progresses to 
the form of ulcerative cystitis, which type is ex- 
tremely painful, the bladder becoming very sensi- 
tive to distension and the capacity markedly reduced. 
Encrusted ulceration of the bladder is another form 
of cystitis which excites intense acute symptoms but 
which is usually diagnosed by the cystoscope. 


To summarize, the acute cystitis may be treated 
in the most simple manner; but the persistent, 
chronic type of cystitis must be attributed to the 
presence of severe pathology within the bladder 
which may or may not be secondary to pathology 
elsewhere, and a thorough inspection of the bladder 
wall with the cystoscope is essential before any out- 
line of treatment can be instituted intelligently. 


BLADDER CALCULI 


Bladder calculi give rise to no particular charac- 
teristic symptoms, yet there is a group of symptoms 
which are very suggestive of stone in the bladder. 
They are, frequency of urination, pain, hematuria. 
These symptoms occur especially in the daytime 
and are increased by exercise but decrease when the 
patient is totally at rest. Often when the patient is 
walking, he will move slowly and gingerly on tip- 
toes. He has a desire for frequent urination which, 
at times, becomes imperative, especially as the re- 
sult of some extra exertion. Sometimes we find the 
so-called “silent stones” in the bladder in which the 
patient experiences no symptoms other than that of 
pyuria. Backache is an occasional symptom. Hem- 
aturia, like the characteristic discomfort, is trau- 
matic in origin and usually occurs at the termina- 
tion of urination. 


Today, when all obscure cases of bladder or 
renal infection submit to radiographic and cysto- 
scopic examination, the diagnosis of bladder calculi 
is easily made, although if the bladder is much in- 
flamed it may be difficult to differentiate the calculi 
from a “sloughy” tumor, but when the cystoscope 
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is pushed against the calculus the characteristic me- 
tallic click is elicited. 


Radiography is not particularly helpful, since 
bladder stones, as well as renal or ureteral calculi, 
being usually composed of urates, are often not 
thrown into relief in radiographic work. The pres- 
ence of a bladder stone should always lead one to 
suspect renal stone whose presence or absence 
should be proven by x-ray examination. 


Bladder stone always produces cystitis—later, 
pyelonephritis, hydronephrosis, and pyelonephrosis 
follow. The treatment of stone in the bladder is al- 
ways operative. The method of procedure depends 
upon the surgeon’s experience, the patient’s condi- 
tion, the size of the stone, and the facilities avail- 
able. Success is dependent directly upon the proper 
diagnosis, and as early removal as is possible before 
severe complications have occurred. 


TUBERCULOSIS OF THE BLADDER 


Tuberculosis of the bladder is always secondary 
to lesions elsewhere, usually in the kidney or pros- 
tate. The lesion usually begins around the ureter, 
if the disease is secondary to tuberculosis of the 
kidney, and around the vesical neck if the lesion is 
secondary to the prostate. Where there is mixed in- 
fection, the whole bladder may appear inflamed ; the 
tubercles seen through the cystoscope appear as 
minute raised areas approximately the size of a 
pinhead, surrounded by areas of congestion. When 
ulceration occurs, it usually is singularly round and 
discoid in type. 


Symptoms of bladder tuberculosis are primar- 
ily an intense irritability with inability to retain 
more than a few ounces. While this is first due to 
the great sensitiveness of the tuberculous lesion, 
later on it is due to actual infiltration and contrac- 
ture of the muscular walls. If frequent and painful 
urination with hematuria, either complete or ter- 
minal, form the principal symptoms, the diagnosis 
is made only by cystoscopic examination and the 
finding of the bacilli in the urine. The physician 
must always bear in mind that tuberculosis of the 
bladder is practically always secondary to tubercu- 
losis of the kidney and occasionally, in the male, 
secondary to tuberculosis of the prostate, and the 
patient may or may not give a history or physical 
evidence of past pulmonary involvement. 


If tuberculosis of the bladder is secondary to 
tuberculosis of the kidney, where only one kidney 
is involved and the other kidney is sound, the best 
procedure is the immediate removal of the tubercu- 
lous kidney. When this is not possible, the patient 
must be treated from a hygienic standpoint, the 
same as any other tuberculous individual. In tuber- 
culous cystitis we have found that irrigation of the 
bladder with a weak carbolic solution (1 per cent) 
has been very soothing; where ulcers are present, 
actual cauterization with the cystoscope is carried 
out. In very severe cases it is occasionally necessary 
to put the bladder “out of commission” by cutaneous 
ureterostomy, but we do not recommend this pro- 
cedure unless absolutely necessary. 


It is to be remembered that tuberculosis of the 
prostate is always accompanied by tuberculosis of 
the seminal vesicle. 
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DIVERTICULA OF THE BLADDER 


Diverticulum of the bladder is a pouch of blad- 
der mucous membrane which is pushed through 
the bladder wall, sufficient to make a projection be- 
yond the muscular wall. The smaller types, which 
do not deform the general shape of the organ, are 
commonly called saccules. Diverticula vary in size 
from those which will admit only the tip of a pencil 
to those which produce pouches of such size that 
the pouch may exceed the size of the bladder. They 
occur most often on the lateral wall of the bladder 
near the ureteral orifice; most of us consider them 
to be “blow outs” of the bladder mucosa through 
the muscular wall, usually from back pressure; they 
never originate in the trigone. As they increase in 
size they may press upon the ureter and cause a 
hydronephrosis. Secondary stone is often found in 
the diverticulum. 

The uninflamed diverticulum which does not 
contain calculi, and is small in size, is usually symp- 
tomless. When infection occurs the usual symptoms 
of cystitis are manifested. With the large diverticu- 
lum, the patient will occasionally note that he is able 
to retain his urine for a long period of time and that 
when he does void he passes a very large quantity— 
but the usual clinical picture is that of infection and 
retention and it is only through the use of the cysto- 
scope or by radiographic examination of the blad- 
der, i.e., cystogram, that the diagnosis becomes 
apparent. 

Treatment.—Small diverticula which do not 
retain urine and thereby produce retention or in- 
flammation do not require any treatment. In male 
patients, who have some degree of prostatic ob- 
struction with complicating small diverticula, the 
prostatic obstacle should be first removed and the 
diverticula will usually not require any treatment. 
In large diverticula which are infected, contain cal- 
culi, and produce retention with associated cystitis, 
the treatment is excision, but the operation is a 
formidable one and should be attempted only by 
those thoroughly familiar with urological surgery. 


TUMORS OF THE BLADDER 


Tumors of the bladder are usually of the epi- 
thelial variety, the most common being the papillo- 
mata, both benign and malignant, the papillary 
carcinoma and the adenocarcinoma. From the clin- 
ical standpoint, the epithelial tumors constitute 
about 90 per cent of our clinical cases. The benign 
papilloma is very prone to undergo malignant 
changes and may occur as a single papilloma or as 
multiple papillomata of the bladder, more frequently 
multiple. The papillary carcinoma is the most com- 
mon malignant tumor of the bladder; it is usually 
slow growing, spreads by direct invasion and 
metastasis, and is commonly of a low degree ma- 
lignancy although in some cases it is of very high 
degree malignancy. 

Painless hematuria is usually the first and only 
symptom of tumor of the bladder. The hematuria 
occurs without warning, is usually quite copious, 
painless, unaffected by diet, rest, or medication. It 
occurs without “rhyme or reason” and, at certain 
periods, the patient’s urine may be entirely free 
from macroscopic blood. A profuse hemorrhage of 
this character is always pathognomonic of bladder 
neoplasm. The essential point in painless hematuria 
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is that it should never be ignored because it has 
ceased, as its presence is indicative of bladder 
pathology which is undoubtedly of neoplastic origin ; 
and the cystoscopic examination will reveal the 
presence and type of lesion. 


The treatment of the benign papilloma consists 
in repeated applications of the electrical current, 
commonly called fulguration, which can be carried 
out through the cystoscope at intervals of approxi- 
mately two weeks. When the lesion is a malignant 
one, such as papillary carcinoma, the lesion is best 
treated by suprapubic incision into the bladder, re- 
moval of the tumor areas by means of the electrical 
current, followed immediately, at the time of opera- 
tion, by the implantation of radium seeds around the 
site from which the neoplasms have been removed. 


The prognosis depends upon the type of tumor 
present, the degree of involvement of the bladder 
wall and adjacent tissues, and the institution of 
treatment before extensive invasion or metastasis 
has occurred. 


SUMMARY 


Many other types of bladder pathology are ob- 
served, such as retention from paralysis, unusual 
forms of cystitis, congenital malformations, etc., for 
which we do not have time for consideration. Their 
relative infrequency retards their interest to the 
average practitioner. 


The acute cystitis can be successfully treated 
by rest, diet, the imbibing of sufficient fluid, and 
osteopathic therapy. The utilization of various 
medicinal agents, such as the dyes, etc., we have 
found to be of some value in selected cases. Patients 
who show persistent cystitic symptoms as evidenced 
by frequent urination, vesical tenasmus and pain, 
pus cells in the urine, with or without an associated 
hematuria, are not cured by the simple routine pro- 
cedures, no mater how long treatment may be pro- 
longed. The underlying causative factor must be 
ascertained. To ascertain the cause, cystoscopic ex- 
amination, plus radiographic examination, are nec- 
essary (it is presumed that repeated urinalyses have 
been carried out). After the causative factors have _ 
been ascertained, treatment, whether hygienic, local, 
i.€., irrigation and instillations, or operative inter- 
vention, may be carried out as indicated. I would 
stress the point that no medication, either of the 
dye variety or other drugs, have proven panaceas 
in my experience—nor have I been able to find any 
solution for bladder irrigation which has been cura- 
tive in chronic cystitis whenever dependent upon 
some underlying basic pathology. The only cures 
which I have obtained have been those where I 
have been able properly to diagnose the causative 
factors and then institute the therapeutic procedure 
applicable to the condition. 


Hematuria, of the painless variety, either per- 
sisting or ceasing without other symptoms, is indic- 
ative of. the presence of vesical neoplasm. The 
cystoscopic examination will reveal the tumor; do 
not procrastinate; insist that your patient be ade- 
quately examined and properly treated. 


In closing, let me say that cystoscopic examina- 
tions of today are not the painful procedures of 
years past as with our present day methods of anes- 
thesia, such as caudal, and occasionally spinal, we 
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are able to cystoscope the patient without pain and 
completely inspect the bladder, catheterize the 
ureters, and make pyelograms, when necessary, 
without pain or discomfort to the patient. 


Only by an appreciation of what the pus and 
blood in the urine may indicate, and the insistence 
upon proper diagnostic measures, can we hope to 
alleviate the patient’s suffering and to prolong his 
life and economic usefulness. 

490 Commonwealth Ave. 


The Intervertebral Disk* 
H. V. Hatrapay, D.O. 


Des Moines, Ia. 


It is necessary, if we are to advance, that we 
take into consideration the work of all scientists in 
therapy and related fields. About ten years ago 
orthopedic surgeons began to notice the frequency 
of changes in the intervertebral disk and the adja- 
cent surface of the bone, which they could not 
explain. This has led to a considerable amount of 
investigation of the disk, the description of which 
had not been changed in our texts for more than 
fifty years. The last five years have brought out 
information that is of great importance to those 
interested in mechanical therapy and it is my ob- 
ject to review these findings and point out the ap- 
plication of these facts to our system of therapy. 


Anatomy.—From an anatomical standpoint the 
disk has not changed. We still describe it as being 
composed mainly of an outer layer of tough fibrous 
tissue, the fibers being arranged to correspond to the 
form of the outer surface of the disk in their general 
direction, yet interwoven in such a manner as to form 
an exceedingly strong capsule around the central por- 
tion and securely attached to the adjacent surfaces 
of the vertebra. This part of the disk is non-elastic, 
yet pliable. It varies in quantity, depending on the 
region under discussion and is influenced by age. It 
may be likened to the capsule of a diarthrodial joint. 


The nucleus pulposus consists of a different type 
of tissue entirely. To the eye it appears to be a 
gelatinous mass with a few irregular fibers from the 
outer part of the disk extending toward the center. It 
is easily seen that the nucleus is compressed when a 
section of the disk is made, and numerous other ex- 
periments may be arranged to prove this fact. Micro- 
scopically it is shown that the nucleus consists of 
scattered fibers resting in a matrix of clear tissue 
resembling embryonic tissue and this led to the belief 
that the nucleus is a remnant of the original noto- 
chord. This has been disproved. The nucleus varies 
with the region and is much more susceptible to the 
effect of age than the outer fibrous part of the disk. 
The nucleus and the annulus blend, there being no 
definite line of demarcation between the two. So it 
may be said that the disk, while consisting of two 
distinct parts, is a complete organ in itself and not 
the separate structures as described by some authors. 


Its origin, from an embryonic standpoint, has not 
been definitely established, but it is not to be consid- 
ered as a mass of tissue left over, or in the light of a 
remnant. It has developed with the need for an organ 
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of this type, and in conjunction with the arrangement 
of a segmented bony mass. This bony mass must 
permit of certain movements, must bear weight and 
must diffuse forces which might injure the nervous 
system which it also protects. 


Histologically, the cartilaginous plate that sepa- 
rates the nucleus from the body of the vertebra is a 
part of the epiphysis of the bone and not a part of the 
disk. The confusion in the classification of this car- 
tilage is responsible for the varying statements made 
relative to circulation in or around the disk. To date 
no one has proved the presence of blood vessels in 
the disk. Lymph channels do penetrate its substance 
and it derives its nourishment from this source. No 
nerves have been found to enter the substance of the 
disk. 

Physiologically the intervertebral disk is one of 
the most important organs in the body. To put its 
function in very simple terms, we would say that it is 
to hold the vertebre together and apart at the same 
time. The outer fibrous layer is intended to prevent 
the separation of the vertebre and to keep the central 
pulpy mass from escaping. The nucleus being under 
pressure prevents the approximation of the vertebre 
and acts as a ball upon which the movement of the 
vertebra is based. The two small diarthrodial joints 
associated with the intervertebral joint are secondary 
factors in determining the type and extent of spinal 
movement. The disk also forms a part of the margin 
of the intervertebral foramen. It is therefore easily 
understood that any change in either part of the disk 
or the adjacent surfaces of the vertebre will affect 
movement of the spine and the size of the interverte- 
bral foramen. Schmorl of Dresden has made the 
most extensive investigations of anyone so far. His 
findings, reported by Beadle? and a number of other 
writers, show conclusively the importance of a more 
complete understanding of the disk and its place in 
any consideration of the spine as a whole. 


The most common type of pathology found has 
been that of degeneration. Age is of course a factor 
in this and changes begin in the fourth decade with a 
gradual reduction in the size of the nucleus and a 
thinning of the entire structure. Projection of the nu- 
cleus is found second in frequency. This means that 
the compressed nucleus is not held confined by the 
outer layer of fibrous tissue, or by the cartilage plate 
in contact with the body of the vertebra. This may be 
due to bone pathology or to extraneous disease or 
forces affecting the part. Developmental variations 
are rare as applied to the disk alone. Most of the au- 
thors agree that the disk itself is not at fault except 
in a few cases. Most of the developmental types of 
pathology arise in the bodies of the vertebrz and these 
for the most part are influenced by the peculiar man- 
ner in which they receive their blood supply. 


If we now apply the above findings to osteopathy 
we have some facts that will explain many of our 
successes and failures. Age influences the structure 
of the disk. From this fact we realize that our diag- 
nosis of lesions must be based upon our appreciation 
of the amount of movement found, considering the 
age of the patient. This naturally leads to the prog- 
nosis, which must take into consideration the age, and 
last but not least, our manipulative methods which will 


1 Beadle, Ormond A.: The Intervertebral Disks: Observations 
on Their Normal and Morbid Anatomy in Relation to Certain Spinal 
Deformities. His Majesty’s_ Stationery_ Office, London, 1931. (Re- 
viewed in Current Medical Literature, Jour. Am. Osteo. Assn., 1932 
(Sept) p. 33, also 1932 (Dec.) p. 163 and 1933 (Mar.) p. 279). 
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have to be fitted to the patient. It has been my con- 
tention for several years that the type of treatment 
given should be especially designed for the individual 
patient. In spite of all that has been written and 
said on the subject we still find many of our profes- 
sion who give the same treatment, movement by move- 
ment, to nearly every patient coming into their offices. 
We must understand that it is impossible to expect 
the same degree of flexibility in the old spine as is 
found in younger patients, and that it is impossible 
for us to produce this movement when senile changes 
have taken place in the disks. In our practice we 
find patients past fifty with young spines and we also 
find the reverse. The investigations of Schmorl have 
proved that we may expect the same variations in the 
disk as we find in other parts of our bodies. Some 
patients age earlier than others. Some are fortunate 
in keeping their spines young much longer than the 
average. Whatever our diagnostic findings are, they 
must be used as a basis for the treatment. This warn- 
ing should also be observed. Nature has constructed 
a bone-ligament-muscle mass that we often speak of 
as the “spine.” This arrangement permits of certain 
types of movement and limits these movements. When 
movement is restricted, we investigate the three tis- 
sues that may be responsible. We must bear in mind 
that bone and ligaments are passive. Elimination of 
bony change and muscle dysfunction must leave the 
fault to the ligaments. Our next question is as to 
whether or not we can restore the ligaments, and age 
is certainly a factor to be considered. 


Beginning in 1925 we see an increasing amount 
of literature on the intervertebral disk. This has been 
the result of findings mainly by orthopedic surgeons 
who operated to relieve pressure on the cord. They 
found many times that the pressure was from a 
projected portion of the disk. X-rays were then more 
carefully studied and several cases of the projection 
of the disk into the bodies of the vertebrz were found. 
This led to additional laboratory work to determine 
the frequency of this newly found pathology. It is 
surprising to me that this was not done much sooner. 
In my own laboratory as early as 1918 I found con- 
ditions of this type but at that time was intent on 
describing the movements rather than seeking the 
causes for deviations from normal. Since 1925 for- 
eign investigators have, to my mind, contributed 
great deal to osteopathy by describing this abnormal 
projection of the disk. It offers one explanation of 
why some lesions are easily corrected and others do 
not respond at all to treatment. Up until three years 
ago we did not have the word “osteoporosis,” and 
even today we do not find it in the latest editions of 
some of our works on orthopedic surgery. This is 
not new, but like many other things, has existed with- 
out our appreciation of the pathology. With this 
knowledge of the projection of the disk, we can now 
find the seat of the condition, and with an understand- 
ing of its pathology devise a treatment that will re- 
lieve and many times cure the case. Below you will 
find a list of references that apply to this particular 
subject. 


From a developmental standpoint the majority 
of authors agree that there are few errors. Tumors 


are occasionally traced to hyperplasia of the disk. 
Variations are limited, as far as investigations have 
been made, to the occasional absence and overgrowth. 
This is a field that needs more research, especially as 
applied to the early types of scoliosis. 


THE INTERVERTEBRAL DISK—HALLADAY 


345 


REFERENCES AND BIBLIOGRAPHY 


Adson, A. W.: Diagnosis and Treatment of Tumors of the 
Spinal Cord. Northwest. Med., 1925 (July). 24:309-317. 

Buchman, Joseph: Vertebral Epiphysitis. Jour. Bone and Joint 
Surg., 1 gg (Oct.) 7:814-834 


Bucy, P. C.: Chondroma of the Intervertebrat Disk. Jour. Am. 
Med. “1930 17) 94:1552-1554. 

Dandy, Walter E.: Loose Cartilage from the Intervertebral Disk 
Sees Tumor of the Spinal Cord. Arch. Surg., 1929 (Oct.) 19: 

Daub, Howard P. and Badgley, Carl E.: Tuberculosis of the 
Intervertebral Articulations. Am. Jour. Roentgenol. and Radium 
Therap., 1931 (Mar.) 25:299-307. 

Dittrich, R. J.: Solitary Cystic Fibroma of the Cauda Equina. 
Am. Jour. Surg., 1929 (Dec.) 7:840-845. 
Evans, William A.: Abnormalities of the Vertebral Body. Am. 

a and Radium Therap., 1932 (June) 27 :801-817. 
Emil S.: The Intervertebral Disk. Jour. Am. Med. Assn., 

1931 = 16) 96:1676-1679. 


Hadley, Lee A.: Radiation Therapy of Radiculitis. New York 
State Jour. Med., 1931 (Nov) 31:1325-1329. 
Keyes, Donald C. and Compere, Edward L.: The Normal and 


Pathological Physiology of the Jucieus Pulposus of the Interverte- 
bral Disk. Jour. Bone and Joint Surg. 1932 (Oct.) 14:897-938. 

Lusskin, H.: Calcification of the Intervertebral Disk. Am. Jour. 
Surg., 1927 (Aug.) 3:148-149. 

Sashin, David: Intervertebral Disk Extension into the Vertebral 
Bodies and the Spinal Canal. Arch. Surg., 1931 (Apr.) 22:527-548. 

Smith, N. Ross: The Intervertebral Disks. Brit. Jour. Surg., 
1931 (Jan.) 18:358-375. 

Stookey, Byron: the Spinal Cord. Arch. Neurol. 
and Psychiat., 1028 (Aug.) 3:14 

Editorial : ‘Disks. Brit. Radiol., 1932 


(July) 5:545 vm, 


DISCUSSION 


C. Happon Sopen, D.O. 
Philadelphia 


Our observations have been based largely on the 
work of Schmorl, Calve, Junghanns and other investiga- 
tors who have, in recent years, brought to the attention 
of the medical world, especially to us who are so intimate- 
ly concerned with the vertebral mechanism, facts of 
therapeutic interest relative to the intervertebral disk. 


Dr. Halladay has brought to us a problem of impor- 
tance, when we consider the many possibilities of verte- 
bral function, malposition and malalignment resulting from 
disturbance of the intervertebral structure. Compere 
and Keyes demonstrate to advantage that the transmis- 
sion of axial stress, and as well the axis of motion, center 
through the nucleus pulposus. The function of the inter- 
vertebral disk depends upon the surrounding and limiting 
anatomic structure, namely, the cartilage plates above and 
below, and the nucleus pulposus. Therefore, any change 
in the intervertebral disk will be directly dependent on 
change in shape of the nucleus pulposus, which in turn 
must necessarily be brought about at the expense of the 
annulus fibrosus. 

Since the semigelatinous disk is to be regarded as in- 
compressible, it serves as a medium for transmission of 
muscular and static forces from one vertebral segment to . 
another. Thus the disk becomes the axis for interverte- 
bral motion, Granting all this, we realize that any change 
in the intervertebral disk due to disease or trauma will not 
only affect vertebral motion, but also will produce ab- 
normal transmission of gravital force through the inde- 
pendent vertebral segments. By the same token we are 
forced to consider like disk changes as directly affecting 
the corrective forces to be applied in the correction of 
existing vertebral lesions. For with the major center of 
vertebral motion abnormal, the posterior articulations 
must likewise become affected in terms of arthrodial rela- 
tionship and mobility. Then, too, with disk changes pres- 
ent, the center of intervertebral motion becomes altered, 
hence application of mobilizing forces becomes an im- 
portant factor to the osteopathic physician. This brings 
about the need for osteopathic research along the line of 
disk changes in acute and chronic osteopathic lesions, 
scolioses and various other diseases affecting the inter- 
vertebral, vertebral and paravertebral structures. 

Of late the writer has had occasion to see several pa- 
tients presenting evidence of disk pathology. From these 
few cases he has learned that in early disk pathology, or 
in cases presenting a history and clinical findings sug- 
gesting possible disk changes of traumatic origin, treat- 
ment should be by immobilization and not mobilization. 

In closing may I further comment on Dr. Halladay’s 
paper to say that while no nervous tissue has been found 
in the disk, Jung and Brunschwig have demonstrated sen- 
sory nerves in the anterior longitudinal ligament. 
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HISTAMINE AND ACETYLCHOLINE 


When Sir Henry Hallett Dale, director of Lon- 
don’s National Institute for Medical Research, lec- 
tured in this country he made several statements 
that were widely published. In one of these the 
doctor made certain claims pertaining to histamine 
and acetylcholine, “two subtle autopharmacals.” He 
stated that histamine seems to be a “generalized 
component of body tissue,” and that “at every injury 
or irritation the insulted cells exude their histamine. 
The histamine dilates the blood vessels in the neigh- 
borhood and at once initiates healing. Acetylcholine 
which lies hidden in the large arteries, the large and 
small intestines and the placenta, behaves like his- 
tamine, but is chemically different.” 

A question arises as to the truth of these state- 
ments and the importance to be attached to them. 

Histamine is an amine known chemically as 
B-imidazole ethyl amine. It is one of the amines in 
ergot. It is known to arise through the putrefaction 
(decarboxilation) of histidine, one of the essential 
animo-acids. Histamine, in ordinary amounts, is 
toxic to herbivora but not to carnivora. It is ren- 
dered non-toxic in the epithelium of the intestines 
and in the liver by deamination. Its toxicity exhib- 
its itself as a poison for the capillaries, producing a 
dilatation in them. By itself, histamine produces a 
contraction of the uterus and a decrease in blood 
pressure.* 


A considerable amount of research work has 
been performed on both histamine and acetylcholine. 
As is usual with such evasive substances, the con- 
clusions drawn are at great variance. Guttentag? 
recently suggested, and in fact warned against, the 
possibility of pseudohistamine substances to which 
most of the present claims should be laid. No his- 
tamine could be demonstrated in fresh human blood 
by a method sensitive to 0.0002 mg. of histamine— 
HCl per cubic centimeter. 


Such substances as acetylcholine, pilocarpine 
and emetine are placed in the histamine group of 
compounds. Crotolin in rattlesnake venom acts 
much like histamine in that it lowers blood pressure 
and causes a similar reddening and whealing. 

The absolute arterial effect of histamine (as 
well as acetylcholine), is still in the controversial 
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stage. Some investigators maintain that histamine 
is a vasoconstrictor and others report it to have a 
dilatory effect. According to Rigoni* histamine pro- 
duces vasoconstriction with an increased frequency 
and height of rhythmic contraction. Acetylcholine 
produces vasodilatation followed by slight constric- 
tion and diminution of the frequency of the rhyth- 
mic contraction. There seems to be an antagonism 
between histamine and acetylcholine. Mixture of 
the two compounds might therefore produce either 
dilatation or constriction depending on the compo- 
sition of the mixture. Vasodilatation by histamine 
of the limbs, kidney and splanchnic arteries has been 
reported. Fleisch* believes that the action of both 
histamine and acetylcholine is dependent on their 
concentrations in the perfusing fluid and that we 
may expect either constriction or dilatation of veins. 


Findlay® has shown that in injured tissue there 
is a liberation of histamine or a histamine-like sub- 
stance which causes dilatation of the capillaries and 
increases the permeability of the capillary endo- 
thelium allowing the escape of organisms into the 
surrounding tissues. When histamine was injected 
subcutaneously in staphylococcus and pneumococ- 
cus infection, the bacteria were localized and 
emerged at the site of the injection. 


This work of Findlay might be made the basis 
of a theory explaining the body’s initiation of the 
healing process in the neighborhood of a lesion. 
To add evidence to such a theory we might refer 
to Ruggeri®, who has found that histamine produces 
a definite leukcocytosis. 


Histamine causes a decrease in the volume of 
the circulatory erythrocytes and an increase in the 
amount of circulatory plasma. It, therefore, has an 
antagonistic effect on adrenaline and pituitrin.’ 


Ingestion of ammonium chloride decreases and 
bicarbonate of soda increases histamine wheals. 
This is undoubtedly due to the change in calcium 
concentration.® 


Histamine may be the so-called “heart hor- 


mone.” It has a cardiac stimulatory effect and has 
been extracted from ox ventricles.’ 


Acetylcholine which is closely related to his- 
tamine slows the blood coagulation time, increases 
the fibrinogen and antithrombin and decreases the 
thrombin.’° It will be noted then that acetylcholine 
assists histamine in establishing healing in injuries 
by the prevention of undue bleeding. 

Acetylcholine has a direct influence on the 
nervous system. It increases the excitability of the 
vagus nerve. Rydin™ has shown that it increases 
the speed of nerve transmission. Acetylcholine 
shortens the duration of the “chronaxic” and de- 
creases the refractory period.’* Acetylcholine pro- 
duces a characteristic fatigue curve of muscle. 


Granting that histamine and acetylcholine are 
present in the body it is difficult to arrive at any 
conclusion concerning the possible biochemical 
action of these two substances. To theorize is dan- 
gerous until more evidence is at hand. 

Russe.t C. Erp. 
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THE CONNECTIONS BETWEEN THE CENTRAL 
NERVOUS SYSTEM AND THE THORACO- 
LUMBAR SYMPATHETICS 

Nerve influence on visceral activity is carried 
over the two groups of autonomic nerves, the sym- 
pathetics proper or the thoracolumbar group and the 
parasympathetics or the craniosacral group. Of the 
two, the thoracolumbars are the more important in 
considerations of health and disease because of their 
anatomical and physiological characteristics. They 
are also more easily influenced by manipulative 
therapy than are the parasympathetics because of 
their closer relationship with the skeletal structures. 


Every student of osteopathic principles has been 
faced with the question of how much importance 
can reasonably be attached to the connections between 
the sympathetics and the central nervous system. The 
functional relationships which result in referred pain, 
reflex contracture and cutaneovisceral reflexes have 
all been mentioned in these columns to illustrate the 
interrelationship between the two groups of nerves. 
There are other facts of interest in this connection 
which further show the close connection between the 
nerves supplying skeletal structure and the nerves 
through which visceral activity is influenced. 


The erroneous conception that the spinal and 
sympathetic nerves belonged to two distinct systems 
can be attributed to the early investigators of the 
anatomy and physiology of the nervous system. Later 
studies have shown clearly that visceral and spinal 
nerves cannot be separated either anatomically or 
physiologically but the earlier impression still lingers 
in the general conception. Embryologically, the sym- 
pathetic system originates from the cells of the neural 
crests from which the sensory elements of the spinal 
nerves also take origin. The sympathetic cells mi- 
grate outward from the spinal cord and maintain 
their relationship with the entire nervous system 
through their connections with it. The connector cells 
of the sympathetics are found within the spinal cord in 
close anatomical and reflex relationship with both the 
sensory and motor pathways of the central nervous 
system. 

An analysis of the functions of the thoracolumbar 
sympathetics will show that their general function is 
to bring visceral activity into harmony with changes 
in the external environment of the organism. Sym- 
pathetic activity is stimulated by temperature changes, 
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trauma, activity, emotional and psychic states and by 
infection. All of these stimuli react on the somatic 
structures and the central nervous system but they 
bring about a visceral response. The vascular, di- 
gestive and endocrinal response to sudden cold or to 
strong muscular effort is immediate and definite. It 
has all the characteristics of reflex action. It takes 
place over reflex pathways between somatic structures 
and visceral nerves and over the identical pathways 
over which an osteopathic lesion alters visceral ac- 
tivity. 

The sympathetics are usually considered in their 
relation to visceral activity and in this way their very 
important relationship to the somatic structures is 
overlooked. The sympathetic control of the blood 
vessels to skeletal structures, is of equal importance 
with the similar control of the blood vessels of the 
viscera. Experimental evidence points to the conclu- 
sion that sympathetic influence plays an important 
part in skeletal muscle tonus, fatigue and functional 
capacity, and in the activity of the motor end plates. 
This wide sympathetic influence on muscle metabolism 
necessitates reflex activity between spinal and sym- 
pathetic nerves, both of which supply the same struc- 
tures and further establishes their intimate functional 
connection. It is another evidence of the existence 
of a mechanism through which skeletal or somatic 
pathology is reflected to and influences visceral nerve 
pathways. 


Dr. Still’s fundamental premise of the relation- 
ship of structure to function has been adequately es- 
tablished by investigations conducted by individuals 
who probably have not even known of his original 
philosophy and through work done long after he gave 
osteopathic principles to the world. That skeletal 
structural lesions were a profound influence in dis- 
turbing bodily health was one of his first statements 
and it is gratifying to see how the development of 
anatomical and physiological knowledge has not only 
corroborated his observation but supplied many details 
of function which show how sound and firm are the. 
foundation stones of osteopathic science. 

R. N. MacBain 


PURE FOOD AND DRUG BILL 


Senate Bill No. 2800 (Calendar No. 520) has 
been reported out of the Committee on Commerce as 
of March 15, 1934, with amendments. Some of our 
readers will remember that it is a bill to prevent the 
manufacture, shipment and sale of adulterated or 
misbranded foods and drinks, drugs and cosmetics, 
and to regulate the traffic therein; to prevent the 
false advertisement of foods, drinks, drugs and cos- 
metics, and for other purposes. 


In many ways the bill remains as when orig- 
inally introduced by Senator Copeland, but certain 
rather significant amendments have been made by 
the committee. In the definition of the term “drug,” 
the phrase “the legalized practice of medicine” has 
been changed to read “the legalized practice of the 
healing art.” The old definition of the term “medical 
profession” was as follows: “The term ‘medical pro- 
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fession’ means the professions of physicians, phar- 
macologists, dentists and veterinaries.” The new 
definition is as follows: “The term ‘medical profes- 
sion’ means the professions of medicine, pharmacol- 
ogy, dentistry, veterinary medicine.” 

No definition of the term “medicine” is included 
in the bill although recognition of at least two schools 
of practice, allopathic and homeopathic, is implied in 
the recognition of the United States Pharmacopoeia 
and the Homoeopathic Pharmacopoeia. 

Most of the earlier bills contained a long list of 
diseases, introduced by the statement that any drug 
advertised to have any effect in the treatment of these 
diseases should be deemed to be advertised falsely. 
All of this provision has been stricken out of the new 
amendments, together with the provision allowing the 
Secretary of Agriculture to determine when advanc- 
ing medical knowledge has made safe self-medica- 
tion for any disease. Apparently, it is decided that 
the Secretary of Agriculture was unlikely to be in 
a position to judge what is or is not safe self-medi- 
cation. 

New paragraphs written into the bill apparently 
protect to a high degree a publisher, a radio broad- 
cast licensee, or other advertiser, as well as a dealer, 
from any prosecution under this bill, evidently put- 
ting the burden of guilt upon the manufacturer and 
original distributor. The bill is less objectionable than 
it has been in previous editions. The proposed bill 
would repeal the Federal Food and Drug Act of June 


30, 1906, as amended. 
R. C. Me. 


CASE HISTORY AND DISCUSSION—VIII 


The editorial columns of THE JOURNAL in the past 
seven months have presented a series of case histories 
for the purpose of emphasizing that specific osteopathic 
manipulative therapy, correctly applied, does produce 
the desired effect. Russel R. Peckham, late of the Chi- 
cago College of Osteopathy, endeavored to explain the 
anatomy involved in the treatment as given and the 
reason for the results obtained. 

The patient was a woman 40 years of age. She 
had complained of fullness in the abdomen and short- 
ness of breath, which gradually grew worse over a 
period of a few weeks. She went to an osteopathic 
physician who diagnosed the condition as “liver 
trouble.” The doctor prescribed calomel and gave a 
general osteopathic treatment. The condition did not 
improve. 

The woman came to me and upon examination I 
found marked hypertrophied liver, two or three inches 
below the lower border of the ribs; there was tender- 
ness and soreness on palpation, but the liver was soft. 

The osteopathic examination revealed reduced 
mobility of the lower ribs on the right side, the 10th 
rib in particular was restricted up under the 9th 
posteriorly and was down anteriorly. I directed that 
calomel should be discontinued. 

Treatment was directed to normalizing the 10th 
rib. Following the second treatment, it was noted that 
the liver was receding rapidly. At the end of three 
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weeks, during which time she was treated eight times, 
the liver had returned to normal, and all the previous 
symptoms had subsided. Treatment to tone the hepatic 
system was continued over a period of three months. 
There had been no return of the symptoms for eight 
months when this case report was written. 


Dr. Peckham states that the salutary effect of 
treatment described in this case deals with two types of 
influence. 

Nerve Influence-—The effect of lesions in the 
region of the ninth and tenth dorsal vertebre, is ex- 
pected to exert a direct influence upon the distribution 
of oxygenated blood by way of the hepatic artery to 
the liver. 

Another factor as yet undefined but related to the 
proper outflow of the nerve influence to the liver is 
related to the chemical interchange in liver substance. 
Precisely what this influence is, is barely suggested by 
the known physiological data available. It is known 
that the impulses emanating from the involuntary 
nervous system account for the presence of a specific 
substance that aids liver metabolism. 


Direct Mechanical.—Any limitation of movement 
of the lower six ribs is reflected in the efficiency of the 
diaphragmatic contraction. It is to be remembered that 
the central tendon of the diaphragm is, comparatively 
speaking, its fixed point, while its peripheral attach- 
ments represent the most freely movable portion. A 
relative fixation of the rib would obviate the direct 
influence of the diaphragm upon intrahepatic circula- 
tion. It is assumed that changes in shape and position 
of the liver are advantageous in accomplishing free 
movement of fluid through the hepatic canals. 


It is impossible to apportion the relative im- 
portance of these three factors in the treatment pro- 
gram as described in this case history. It is probable 
that all three participated in an unmeasured degree. 

PERRIN T. WILSON. 


THE SACRO-ILIAC JOINT 

It seems difficult to understand why allopathic 
writers* who go so far as to admit that tension on the 
sacrotuberous ligament as produced by the “straight 
leg raising” test results in sciatic nerve irritation and 
possible sciatic pain, do not or will not conceive of 
the same ligamentous tension when the relationship 
between the sacrum and the ischium is changed. 

These writers give a scientific explanation of how 
the pain in sciatica occurs. They give the anatomy 
of the piriformis muscle, how it bridges the sacro- 
iliac joint, how it is intimately associated with the 
sciatic nerve, how the piriformis muscle and the ten- 
don of the biceps femoris both have fibers of origin 
attached to the sacrotuberous ligament and how in the 
“leg raising test” or Lasegue’s sign the piriformis 
muscle will tighten and affect the sciatic nerve. Then 
they state that the pain produced is dependent upon 
the condition of the piriformis muscle—that the 
muscle sheath must be inflamed by extension of an 
arthritic inflammation from the sacro-iliac joint. 


*Freiberg and Vinke, see Current Medical Literature, p. 367 in 
this issue. 
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It is hard to believe that intelligent writers, after 
such careful work on the mechanics of cause and 
effect in muscle pull on the different structures in- 
volved in the pelvis, can completely miss the obvious 
disturbed relationship which occurs in the common 
sacro-iliac lesion so long recognized and corrected 
by osteopathic physicians. 

Certain malpositions of the sacrum or ischium will 
produce tension on the sacrotuberous ligament which 
in turn affects the fibers of origin of the piriformis 
muscle. As a result of irritation to these fibers we 
reason that a low grade of inflammation is set up in 
the sheath of the muscle which reacts by swelling and 
which phenomenon exerts mechanical pressure on the 
sciatic nerve, or the inflammation may even extend 
into the sheath of the nerve itself. 


But the source of the trouble is not necessarily 
inflammatory in the joint structure, but may be found 
in the mechanical pull exerted by two different points 
of insertion of a ligament attached to two different 
articulating bones which become farther apart as a 


result of trauma either slight or severe. 
D. 


WICHITA 


When in North Carolina I met an osteopathic phy- 
sician. As has been my custom this year I said, “Are 
you going to Wichita?” His reply surprised me. It 
was, “I can’t afford not to”. Further conversation re- 
vealed the fact that this physician is quite a constant 
attendant at conventions. He uses ethical methods of 
letting his patients know that he goes, and on his 
return he finds that his increase in practice makes up 
the total cost of the trip in less than three months. 


Patients are quick to recognize the physician who 
is interested in his work, who works for the love of 
accomplishment rather than just the money. They 
seem to know that if a man goes to a convention he 
goes to get something for his patient. The enthusiasm 
which he brings back is undoubtedly translated into 
dollars and cents. 


In going about the country this year I have been 
impressed with the numbers who have appeared for 
the meetings. It seems as if the physicians themselves 
realize that it is necessary in these times to improve 
their technic, to re-arouse their interest in basic osteo- 
pathic principles and in general to rub elbows with 
their fellow practitioners. 


This is a convention year. Every indication points 
to a large attendance at Wichita. Louis H. Logan has 
prepared a program which will necessarily send one 
away with greater zeal for his work. 


Now conventions have many purposes. First, of 
course, is the scientific program. A close second to 
this is the social side where we meet and talk with old 
and new friends. This is a vital factor. You un- 
doubtedly meet some one who is to refer patients in 
your town. If the referring physician has seen you 


and talked with you it is obvious who will get that 
patient who is coming to your town. Oftentimes these 
informal talks with friends unfold lines of thought 
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which solve some of your problems. While you are in 
Wichita this year make an especial effort to develop 
this social side of conventions, 


A third purpose of gathering is to formulate policies 
which can represent the majority opinion of the pro- 
fession. If the majority are not there, or do not make 
their ideas known, it is a minority rule, which should 
not be. I have faith that the great majority of our 
practitioners are proud of their profession, are proud 
of the title “osteopathic physician” and are willing to 
go to reasonable lengths to see that the state and the 
nation shall be acquainted with our worth, our qualifi- 
cations, and our determination to see to it that every 
one shall get the service of the osteopathic physician 
if he wants it. 


State medicine is upon us. Come to Wichita and 
help formulate our policy towards it. 


Finally, come to Wichita for a much needed vaca- 
tion. Recreation spots abound in this great country 
of ours. Surely there are many from which to choose 
right on your way to or from the convention. Give 
yourself a real refreshing change this summer. It re- 
pays big dividends in health of mind, body and soul. 
It is going to be a fine convention—it will be still 
better if you are there. 

Perrin T, WILSON 


THE EXAMINATION 


If there is one phase in the relation between doc- 
tor and patient which should be emphasized more 
than any other, it is the examination. The new 
patient’s confidence in osteopathy for his own par- 
ticular ailment and as a school of therapy for 
everybody without reservations, may be established 
or destroyed in the first contact with the osteo- 
pathic physician ; his high regard for his physician’s 
skill and the ability of the osteopathic profession 
at large resides, to an appreciable degree, in the 
first examination. 


There is, and always will be, the individual who 
drops in for “a treatment to take out a few kinks.” 
We do not advocate arguing with him or refusing 
to treat him without an examination, but we do 
earnestly believe that he, whether an initiate to 
osteopathic procedure or not, should be educated 
to expect the examination for which we are, or 
should be, especially distinguished. We may justly 
assume that any physician who is too busy or too 
thoughtlessly negligent to attend to the examina- 
tion of the patient is far from being either honest 
or efficient. 


The examination which comprehensively directs 
the physician’s diagnosis and treatment appropri- 
ately begins with inquiry concerning the present 
complaint and past history leading into a general 
record covering sleep, appetite, weight, bowel uab- 
its and such other important factors as financial, 
domestic and occupational conditions, The organic 
examination will of course include blood pressure, 
pulse, heart, lungs, temperature, throat, teeth, ton- 
sils, and abdomen. Unless obviously immediate, 
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urinalysis and blood examination are usually made 
at the subsequent visit, likewise roentgenologic or 
any hospital procedure necessary. The structural 
examination will develop into fullest meaning from 
the preceding steps. 


But so often when the osteopathic physician gets 
his hands on the patient in the structural examina- 
tion he drops the method of careful and orderly 
sequence he has been pursuing and is off into a 
general manipulation of the region. In a large pro- 
portion of the cases such a doctor relieves or even 
cures; still, he does not know precisely what he has 
done. Such a one becomes a hero to perhaps half 
of those he treats, and allows himself to be lulled 
into the false notion that the others could not have 
been helped or cured anyway. We haven't the idea 
that everybody can be cured by somebody; but we 
do believe that the number of failures can be 
greatly reduced by proper sequential examining 
steps from which the treatment devolves logically. 
We believe, too, that those steps would be more 
carefully taken if osteopathic treatment were less 
successful. 


The methods of the general practitioner with the 
medical degree are in contrast here. His treatment 
is simple and so, if he is to do anything to make 
an impression, his examination must be thorough 
and exhaustive. The osteopathic physician, on the 
other hand, frequently puts the cart before the 
horse. Although in many cases the vehicle moves 
along very well that way, this does not prove that 
it is good transportation. Osteopathic manipulative 
treatment deals with a complicated system of levers. 
It requires understanding of stress and strain and 
tissue resistance; interpretation of muscle spasm, 
limited motion and faulty weight bearing—this in 
addition to special diets, certain exercises or rest, 
change of environment, occupation and perhaps 
endocrinal or other biological therapy. Is there any 
excuse for an osteopathic physician neglecting the 
thorough and sequential examination? Certainly 
the multiple elements involved in an osteopathic 
adjustive treatment demand the most painstaking 
examining procedure. We hope to hear oftener of 
the physician who gives the “wonderful” examination! 


K. OLMSTED 


THE INTERVERTEBRAL DISK 


That much neglected entity, the intervertebral 
disk, comes in for consideration again in this issue 
of Tue Journat. In March, 1933, we published an 
article by Albert E. Guy, who commented at length 
on the writings of various allopathic investigators ; 
reported his own observations, and made interest- 
ing osteopathic applications. 


H. V. Halladay and C. Haddon Soden in this 
number of THE JouRNAL also review the literature 
in the light of osteopathic principles. There is, in 
the disk, a field for much study. 


REPORT ON NATIONAL PUBLICITY AND FUND RAISING CAMPAIGN 
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DISTINGUISHED SERVICE CERTIFICATES 


Following the direction of the full Board of Trustees 
of the A.O.A., taken at the Milwaukee meeting, the 
Executive Committee at its meeting in Chicago, January 6 
and 7, 1934, adopted the following rules with respect to 
the granting of Distinguished Service Certificates of the 
Association. 


“1, A Distinguished Service Certificate may be 
awarded to deserving members of the Association in rec- 
ognition of outstanding accomplishment in scientific or 
professional affairs. Not more than three such certificates 
may be granted in any one year. 


“2. The President of the Asscciation shall annually 
appoint a committee of three members of the Board of 
Trustees of the Association on Nominations for Dis- 
tinguished Service Certificate. This committee on the first 
day of the annual session formally shall consider all nom- 
inations for such certificates and make recommendation 
to the Board of Trustees as to the desirability of the 
candidate, which recommendation shall consist of a brief 
written biographical sketch of the nominee, a statement 
setting forth his service to the profession, a recommenda- 
tion as to the action of the Board, a list of those placing 
his name in nomination. 


“3. Nomination signed by at least 25 members of the 
Association shall be made in writing to the Executive 
Secretary of the Association who shall transmit the nomi- 
nation to the Distinguished Service Committee and place 
the item upon the agenda for the Board of Trustees. 


_. “4. A unanimous vote of the members of the Board of 
lrustees present at the time of voting shall be necessary 
to election. The election shall be held upon the third day 
of the annual session of the Board or it may be postponed 
on that date to a definite later date. 


“5. No incumbent of an elective or appointive office, 
or committee, bureau or department chairmanship shall be 
eligible during his term of office to receive a Distinguished 
Service Certificate.” 


Following the direction of the Executive Committee, 
Perrin T. Wilson, President of the Association, has ap- 
pointed O. Y. Yowell, V. W. Purdy, and Grace R. Mc- 
— as the Committee on Distinguished Service Cer- 
tificates. 


Report No. 12A 
Made at Milwaukee 


COMMITTEE ON NATIONAL PUBLICITY AND 
FUND RAISING CAMPAIGN 


HOWARD E. LAMB 
Secretary 


Supplementing the attached mid-year report, we wish 
to submit a summary of the figures submitted by the 
various osteopathic colleges regarding the cost of operat- 
ing each of the several departments in our osteopathic 
colleges which should be endowed, namely: Department 
of Anatomy, Physiology, Physiological Chemistry, Hy- 
giene and Bacteriology, and Pathology; as well as an 
estimation of the amount of money necessary to ade- 
quately finance the Research Institute. 


The estimations of the cost of operating these several 
departments naturally varies according to the location, 
size of the institution, and available men to head the 
various departments. 


An ideal set-up which would contemplate a maximum 
expenditure for each department: 
ANATOMY 
10 people—Salaries, $25,000—Supplies, $10,000 
PHYSIOLOGY 
4 people—Salaries, $12,000—Supplies, $5,000 
PHYSIOLOGICAL CHEMISTRY 
3 people—Salaries, $7,500—Supplies, $3,000 
HYGIENE AND BACTERIOLOGY 
5 people—Salaries, $8,000—Supplies, $3,000 
PATHOLOGY 
5 people—Salaries, $12,000—Supplies, $5,000 
The total cost of operating these various departments 
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5 people—Salaries, $7,404.14—Supplies, $337.65 case book would contain illustrations of the osteopathic 
PHYSIOLOGY institutions and the several departments of each institu- 


3 people—Salaries, $2,849.17—Supplies, $370.87 
PHYSIOLOGICAL CHEMISTRY 
3 people—Salaries, $3,809.00—Supplies, $694.39 
HYGIENE AND BACTERIOLOGY 
2 people—Salaries, $3,363.85—Supplies, $385.16 
PATHOLOGY 
3 people—Salaries, $2,564.60—Supplies, $165.00 


The average cost of operating these several depart- 
ments under our present set-up is $21,943.81 for each 
college, or a grand total of $131,662.86 for the six colleges. 
The grand total of $131,662.86 should be considered a 
minimum estimation for the operating of these various 
departments in the six colleges and $543,000.00 the maxi- 
mum yearly cost. The difference between the two estima- 
tions exceeds $400,000 per year, which would seem to 
indicate that our osteopathic colleges are far from having 
an ideal set-up. 


Reports received from our college authorities indi- 
cate that capable instructors can be employed at from $3,000 
to $5,000 per year. The suggestion has been made by 
some colleges that the instructors in the basic sciences 
should be men with M.A. or Ph.D. degrees, whose profes- 
sion is that of teaching; and state further that a salary 
of $3,000 to $5,000 for a professorship in any one of the 
basic sciences is considered a good salary. A large 
number of such men would be available for positions of 
this character in osteopathic colleges. 


In setting up a program to obtain funds to endow our 
osteopathic institutions we would be safe in asking for 
a maximum of $543,000 per year and in the event we were 
not successful in reaching our objective we could doubt- 
lessly operate these departments in our various colleges 
at $300,000 a year, which would give each college $50,000 
a year. 


A comprehensive report from Dr. Fred Bischoff of 
the A. T. Still Research Institution has been submitted 
in detail, a copy of which is on file with the Executive 
Secretary. The program outlined by Dr. Bischoff would 
require an endowment of $1,500,000. Of this amount 
$290,000 would be invested in property and two scholar- 
ships, the balance of the fund, $1,210,000, invested in five 
per cent bonds, which would allow $60,500 yearly. These 
figures are based on what at one time was considered 
a normal standard in the United States. If present condi- 
tions continue, and we must accept them as our normal 
state, then the estimation can easily be cut in two. In 
other words, the same program in property and salaries 
can " carried out in just about half the amount men- 
tioned. 


These estimations for the A. T. Still Research Insti- 
tute include a contribution of $2,000 a year to each of 
our six colleges for the purpose of carrying on research 
work in the institution under the supervision of the 
director of the A. T. Still Research Institute. 


Estimating the total cost of operating the various 
departments in the colleges at $50,000 a year it would 
require a million dollar endowment fund invested in five 
per cent bonds to meet this expense. Each college would 
have to have an endowment fund of $1,000,000. 


During the past several years there has been a dis- 
tinct tendency on the part of people donating money to 
specify that the amount donated must be consumed in a 
twenty year period rather than to set up an endowment 
fund which will allow the expenditure of only the earnings 
and keep the principal sum intact. 

Our total objective based on these estimates would 
be $1,500,000 for the A. T. Still Research Institute and 
one million each for our six colleges, or a total of 
$7,500,000. 

If we hope to obtain funds to finance the various 
branches of osteopathy, we must first collect all of this 


tion. The material must be well written and present 
osteopathy’s claim for assistance from people of great 
wealth because of its value to humanity as a therapeutic 
agent. This case book, of course, cannot go into detail 
regarding each osteopathic institution or department 
thereof. This case book should contain somewhere be- 
tween 125 and 175 pages and might very well be arranged 
so as to have a definite library value for each graduate 
osteopath in the country. With this fact in mind it might 
be possible to sell as many as a thousand copies to 
members of the profession which would cover the entire 
cost of printing and make it possible to give away copies 
at a relatively low figure. A reliable estimate for the 
first thousand copies is in the neighborhood of $1,000, each 
succeeding hundred to cost somewhere between $25 
and $35. 


According to Mr. Theodore T. Frankenberg’s (Coun- 
sellor of Publicity) estimation, the total cost, including 
his fee of $500, printing $1,000 and $1,000 for traveling 
expenses and incidentals, would be not to exceed $2,500 
to lay the foundation upon which the osteopathic profes- 
sion can hope to obtain funds to endow our institutions. 


There has been a great deal of discussion regarding 
the method of obtaining this first $2,500 to put this plan 
into operation. A number of ways have been suggested 
and doubtlessly the advisable procedure would be to 
include this amount in the budget of the American Osteo- 
pathic Association. Since, however, the Association’s in- 
come has been severely curtailed it would not seem ad- 
visable to follow this plan. As a number of organizations 
are involved and would benefit directly as the result of this 
program the plan might be put into operation without 
further delay by distributing the initial cost among the 
following organizations, each of our six colleges, the 
A. T. Still Research Institute and the Osteopathic Founda- 
tion. The maximum charge to each organization in this 
event would be $312.50. 


The preparation and publication of such a book con- 
stitutes a foundation upon which a campaign for an 
endowment fund can be builded at a time when the 
business conditions of the country will justify such action. 


Department of Professional Affairs 


JOHN E. ROGERS, Chairman 
Oshkosh, Wis. 


BUREAU OF PROFESSIONAL EDUCATION 
AND COLLEGES 
JOHN E. ROGERS, Chairman 


FIFTH (OPTIONAL) YEAR AT KANSAS CITY COLLEGE 


The Kansas City College of Osteopathy and Surgery 
announces that.commencing in September, 1934, it will 
offer an optional fifth year in the osteopathic course. This 
entire year—of nine months—wil] be devoted strictly to 
clinical diagnosis and practice—in both general work and 
in the specialties. 


The fifth—or clinical—year will be open only to those 
who have completed the regularly required course of four 
years in one of the recognized colleges of osteopathy, 
and, for the time being, will earn a postgraduate degree. 


This optional fifth year should more than equal a year 
of internship. Practically, it will be similar to but more 
extensive than the experiences usually allotted a hospital 
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intern. The fifth year students will devote all of their 
time to clinical examinations and osteopathic treatment— 
in the college clinic, in the out-patient clinic, in the clin- 
ical department of Lakeside Hospital, in the offices and 
practice of outstanding osteopathic physicians who will 
cooperate with the college in the endeavor to give these 
students a year filled with practical, day-by-day experience. 

It will be remembered that Edgar O. Holden, Dean of 
the Philadelphia College of Osteopathy, stated in an 
article in THE JourNAL for December, 1933, (p. 150) that 
that college proposes to offer brief intensive courses arranged 
to give a maximum amount of clinical instruction over a 
short period of time. He said announcements were soon to 
be made of courses in minor surgery, clinical obstetrics, 
podiatry, cardiology and other subjects of special requests. 


BUREAU OF PROFESSIONAL DEVELOPMENT 


ARTHUR E. ALLEN 
Chairman 
Minneapolis 
REPORT OF WORK IN PROGRESS 
This bureau is continuing its work of reviewing manu- 
scripts submitted to it by Ray G. Hulburt, Editor of the 
national publications. The Chairman of the bureau, after 
reviewing various reports sent in by its members, wishes 
to say that a very high standard of discussion and criti- 
cism is being maintained. Ii a paper which is submitted to 
this bureau is rejected the author of that paper may rest 
assured that the rejection is based on the merits of the 
paper alone and that the author does not enter into the 
discussion at all. The majority of these papers are sub- 
mitted to the members by the Editor in copy form with 
the name of the author omitted. This eliminates the possi- 
ble charge of favoritism entering into our work. 


Several investigations have been started in the last 
few months which will be reported later under this bureau 
head. A few inquiries have been made as to the ability of 
certain individuals teaching technic, etc. More of such 
inquiries are solicited. 

Continued work is going on to assist Jennie Alice 
Ryel in obtaining childhood accident case reports. We 
have passed the half way mark on our way to the 1,000 
reports needed, and if the profession at large will give us 
a little assistance for the next two or three months we can 
finish this very important task. The chairman would 
greatly appreciate inquiries concerning this work.—A.F.A. 


BUREAU OF HOSPITALS 


EDGAR O. HOLDEN 
Chairman 
Philadelphia 


PROJECTED A.O.A. STANDARDS FOR TEACHING HOSPITALS 
(Continued from the March JourNat) 
RECORDS 

We have repeatedly made the observation that the 
records, as kept in each individual hospital, form a very 
definite index of the work done by the staff, by the interns, 
and by the nurses. This was pointedly referred to in con- 
nection with the chart of the general routine patient and 
then reiterated with reference to additional forms and 
sheets that may be necessary depending upon the nature 
of the case as emergency, surgical, obstetrical or other 
special identity. The only record of any value in the care 
and treatment of a patient is a record that is made at the 
time the work is done. Much of the encouragement to do 
research work will come from the availability of needed 
aid for doing it. The efficiency of the intern’s course 
depends largely upon the ability of the staff members to 
teach and the fidelity with which they do teach the 
student. The evidence of the instruction given comes to 
the inspector largely through the records on file in the 
institution. A complete filing system under adequate and 
competent supervision must therefore be demanded. 


RECORD SYSTEMS 


All records should be under the care of a regular 
historian or librarian, who should see that all the com- 


Journal A.O.A. 
April, 1934 


ponent parts are kept up-to-date and assembled, properly 
filed and indexed, and stored in easily accessible places. 
Records are the property of the hospital and may later be 
needed in legal complications, as well as for such purposes 
as statistics, publicity, comparative studies, research, ex- 
change with other hospitals, conferences, re- -admissions, 
etc. 

Monthly and annual reports are imperative to the hos- 
pital director or superintendent for the intelligent and 
efficient operation of the hospital. A comprehensive med- 
ical accounting system making available at all times accu- 
rate and reliable statistical data is as necessary for the 
efficient operation of the hospital as the reports from the 
financial department, as the statistics from the record 
department will serve in permanently recording the service 
performance of the institution in exactly the same manner 
as the figures of the accounting department record the 
financial condition. 


The function of the hospital is threefold: Care and 
cure of the patients; education of interns and nurses; and 
research. In each of these the record room functions 
directly or indirectly, and the record librarian is the pivotal 
factor. It is necessary to report not only the quantity of 
work accomplished but also the quality of the work done 
whether good, bad, or indifferent, as hospital efficiency is 
measured by the end results of the work done by the staff. 


The needs of a record room may be said to be flexibly 
dependent upon the size or capacity of the institution and 
various local requirements of the individual hospital. Clin- 
ical records are destined to play an even more important 
role in the future than they have in the past. The clinical 
record is a permanent thing, and ev ery chart, in toto, is a 
clinical picture. Accordingly, it becomes obvious that the 
facts and figures derived from accumulated daily, weekly, 
monthly or yearly statistics may afford information or 
—* of inestimable value to future study and 
research, 


STATISTICS 


The ability of a record librarian to furnish figures and 
other information without delay and without endless 
searching of charts and files is a real test of efficiency. It 
bespeaks a recognition of detail, a weeding out of unessen- 
tial data, a comprehension of sy stematic and orderly filing, 
cross-filing and indexing. Neglect in purchases of cabinets, 
files, sheets, forms and cards or restraints arising from 
clerical costs involved, are often due to a misconception of 
values and the services realized, and are not to be seriously 
considered as barriers to system and effort. 

What is the nature and character of usual information 
sought from the record room? Without any attempt at 
sharp or arbitrary listing, the following categories which 
speak for themselves, may be said to comprise a usual 
analytical report for a given period: 


Number of Admissions 

Average Daily Admissions 

Average Daily Census 

Number of Patients Treated 

Number of Patient Days 

length of Average Patient's Stay 
Number of Operations (major and minor) 
Number of Anesthetics 

Number of Infections (on admission) 
Number of Infections (institutional) 
Number of Unimproved Cases (specified) 
Number of Deaths (in less than 48 hours) 
Number of Deaths (institutional) 

Number of Autopsies 

Postoperative Complications 

Number of Patients Treated in each Service 
Number of Laboratory Examinations 
Number of X-ray Examinations 

Mortality Rate (per cent) 

Hospital Operated at Per Cent Capacity 


When the chart of a patient reaches the record room, 
following dismissal from the hospital, the most important 
details should be digested by the record librarian on a 
summary card. This card becomes a permanent register 
of every record and should be filed in an accessible place 
as it may be constantly referred to for information of a 
pertinent character about the case, waiving the necessity 
of searching through the various sheets and forms that go 
to make up the chart itself, thereby saving wear and tear 
to these important documents. It is further recommended 
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that the face cover of the folder in which the chart is 
placed also be used to record the most important facts of 
the case. In this way, when the immediate use of the 
folder containing the record has been completed it can be 
filed numerically, and therefore according to discharge 
date, without disturbance to it except in the instance 
where it is required for study purposes, research, legal 
inspection, etc. 
RECORD COMMITTEE 


A record committee of the staff should review all the 
records at frequent intervals for constructive criticism and 
appraisal. This committee should have full authority to 
notify all delinquents as to their incomplete records and to 
enforce the hospital rules in reference to the records. All 
records should be looked over and finally checked as com- 
plete before the librarian files them. Codperation is the 
prime requisite of the record librarian. She can work only 
with the material that comes through her department; 
hence, her success or failure will depend largely upon the 
amount of codperation she will receive from the records 
committee of her hospital as well as from all departments 
of the medical staff. If the record librarian notes any dis- 
crepancies or deficiencies she must at once see that these 
facts are rectified or included by the proper department, 
and if she is unable to obtain the necessary information 
the records committee should be advised. Many times the 
life of a person may depend upon securing the needed in- 
formation, and there are many instances where the super- 
intendent of the hospital through his record librarian is 
called upon for immediate and reliable assistance. 


The patient’s record should be kept indefinitely, in the 
opinion of hospital authorities, because it is of value for 
scientific studies, and during the lifetime of the patient it 
is useful in the event of future hospitalization, also in case 
of illness of a patient’s family. From the legal standpoint, 
patients’ records have an important bearing on suits in- 
volving the patient, physician or hospital, or perhaps 
others. The records of a hospital patient are of a personal 
and confidential nature and should not be examined by 
anyone not immediately connected with the case of the 
patient, without the written consent of the office of the 
director or superintendent. 


CLASSIFICATION OF DISEASES 


In the record room each final diagnosis should be 
classified under an acceptable nomenclature of disease, 
specifying physical disorders topographically or etiolog- 
ically, and in each case the prognosis and complications, 
if any. All operations and postoperative results should be 
similarly recorded. Cards of suitable sizes, well indexed to 
cover systematically all possible conditions and disorders 
in the various regions of the body, will insure ready 
approach for further study and compilation. The object of 
a twofold classification as to site and cause is not only to 
cover statistics of interest and for comparative study but 
also to serve conference purposes on special diagnosis, to 
aid research work in the particular field of investigation 
and to stimulate more accurately stated diagnosis. All hos- 
pital work is based on scientific research, and the patient’s 
bedside record is, when completed, a form of document, 
an historical record, the content of which may not only aid 
in diagnosis and treatment of a specific case, but which 
may also assist in the therapy of other cases. Not only 
while the patient is in a hospital, but also after he has 
been dismissed, the institution’s duty is to concern itself 
with service rendered the patient. A good record should 
carry the necessary data to substantiate provisional and 
pre-operative diagnosis, to warrant the operation or treat- 
ment, and to justify the findings and end-results. Any in- 
stitution should be in a position to give expression to facts 
concerning “What it Was? Where it Was? Why it Was?” 
While no requirement is laid down at this time as to what 
system or method of classification of diseases and opera- 
tions should be used, consideration of the Standard 
Classified Nomenclature of Diseases* is recommended for 
inspection and adoption. 


SUMMARY 


In general, good records will make possible further 
inroads and advances toward the higher aims and purposes 
of our institutions. Lowering of hospital mortality rates, 
a lessening of incidence of infections, a reduction of the 


*Reviewed in Jour. Am. Osteo. Assn., Mar. 1933, p. 295; also p. 
364 this issue. 
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length of stay of each patient, an increase in the number 
of consultations, increases in numbers of autopsies, group 
study of certain diseases, and increased interest in teach- 
ing and clinical research, are but a few of the benefits 
to be expected from proper regard for records, vital sta- 
tistics, and authoritative information. Keeping in mind 
the educational function of a hospital as one of its basic 
obligations, much can be done to improve hospital admin- 
istration and service by painstaking attention to the rec- 
ords of any institution. That accurate and complete 
records must be written for all patients and filed in an 
accessible manner in the hospital should be a prime 
requisite for all administrators in teaching hospitals. The 
efficiency of the intern’s course may be measured largely 
through inspection of the records on file in the institu- 
tion. Quality of service of a hospital to patients is but 
one part of the program of the institution; the teaching 
of interns and nurses is a consideration ot prime im- 
portance also. The records of our institutions stand to 
relate no small part of the story in any accounting con- 
cerning this branch of osteopathic endeavor. 

Epcar O. 

(To be continued) 
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LEGISLATIVE EFFORTS IN GREAT BRITAIN 


The members of the osteopathic profession in Great 
Britain over the last several years have been increasingly 
active in their efforts to put the osteopathic school of 
practice in its proper position, legislatively, in that country. 
Tue Forum or Osteopatuy for April, 1934, carries an inter- 
esting discussion of their efforts and of the reception given to 
the profession by the English press and the public. 


O. B. Deiter, honorary secretary of the British Osteo- 
pathic Association, has provided us with a copy of a bill 
(Bill 60), entitled Registration and Regulation of Osteo- 
paths, “to regulate the practice of osteopathy and to pre- 
scribe the qualifications of osteopathic practitioners,” which 
has been introduced into the House of Commons by Mr. 
Boothby, Mr. Hannon, Mr. Ernest Evans, Colonel Moore, 
Sir Robert Gower, Rear Admiral Sir Murray Sueter, Sir 
Park Goff, Sir Philip Dawson, Mr. Wallace and Mr. Rhys 
Davies. 

A foreword to the bill says that: 

“The object of this Bill is to place the practice of 
osteopathy, as a developing system of treatment of disease 
by manipulative methods, under the control of a Statutory 
Board with power to enforce a prescribed standard of 
education and professional competence upon all osteo- 
pathic practitioners. To effect this object the Bill estab- 
lishes a Register (similar to the Register maintained by 
the General Medical Council under statutory authority), 
in which are to be entered the names and addresses and 
qualifications of osteopaths who have satisfied the Board’s 
requirements as to their right to practice osteopathy; no 
person who is not thus registered will be entitled under 
the Bill to hold himself forth as qualified to practice 
osteopathy or to describe himself as an osteopathic prac- 
titioner. By this means persons who desire to be treated 
for any ailment by osteopathic methods are intended to 
be protected from incompetent or unqualified practitioners. 
Bona-fide graduates of schools and colleges of osteopathy 
recognized and approved by the Board will be given the 
status, responsibilities, and immunities attaching to the 
practice of the art and science of healing.” 

“Provision is made for the Board to include among 
its members independent persons one of whom (to be 
appointed by the Privy Council) is to be Chairman and 
others selected by the Ministry of Health, with scientific 
and technical qualifications (not being members of the 
ordinary medical profession), together with representatives 
of the organizations of osteopaths in this country. In the 
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second schedule to the Bill are set forth the subjects for 
study and length of training in the osteopathic teaching 
institutions to be recognized by the Board.” 

The bill sets up a registrar for osteopathic practition- 
ers and an osteopathic board whose duty it will be, under 
the terms of the proposed law, to select and register 
those osteopathic practitioners who fulfil the qualifications 
of the law and those to be set up by the board. The 
term “registration” in Great Britain is tantamount to the 
term “licensure” or “licensing” as used in this country. 


The original board will consist of a chairman appointed 
by the Privy Council; two persons, representatives of 
science but not registered medical practitioners, one se- 
lected by the Ministry of Health and one by the Scottish 
Board of Health; and eight persons who have been en- 
gaged in the practice of osteopathy, five of them selected 
by the British Osteopathic Association from its members, 
one by the Incorporated Association of Osteopaths from 
among its members, one the Osteopathic Defence 
League and one by the British School of Osteopathy 

These members are to hold office for three years and 
after the expiration of their term of office the board is 
to consist of a chairman appointed by the Privy Council; 
two persons, representatives of science but not medical 
practitioners, one of whom shall be selected by the Min- 
istry of Health and one by the Scottish Board of Health; 
five members selected by the British Osteopathic Associa- 
tion; one from the Incorporated Association of Osteop- 
athy; one from the British School of Osteopathy; and 
one selected by persons who are registered under the 
provisions of the act. 

The term of members of this succeeding board is to 
be five years. Provision is made for registration and 
certification of graduates or licentiates of the British 
School of Osteopathy who conform to the educational 
standards and regulations laid down by the board and 
satisfy the board by examination of competence to practice, 
or of recognized certificate holders in some British do- 
minion or foreign country, or of those who have engaged 
in the practice of osteopathy for three years and give evi- 
dence of being fit and proper persons to be registered. 

After twelve months succeeding the time of the 
passage and effectiveness of the bill, the board is to admit 
to the register anyone who has passed matriculation respon- 
sions or other preliminary examinations for admission as a 
graduate of some recognized university in the United Kingdom 
or British dominion or foreign country or who gives evi- 
dence of good general education and, in addition, has 
graduated by examination prescribed by the board in some 
school, college or institute recognized by the board in 
which the course of training is of not less than four years’ 
duration with terms of not less than nine months in each 
year, such courses to include the subjects and the minimum 
hours of study in each as set out in the bill. 

The total of hours required is 4,422 and the num- 
ber of hours to be assigned to each subject is listed 
in the bill, from which listing a leeway of 30 per cent in 
the number of hours in any one subject is allowed but no 
diminution of the total number of hours is allowed. 

The board is evidently given quite liberal discretion 
in the matter of recognition of credentials from British 
dominions or foreign countries. No definite limitation is 
made in the bill as to the rights of practice of the osteo- 
pathic practitioner except by implication. Osteopathic 
practitioners are definitely empowered to sign birth and 
death certificates, to administer anesthetics, and to perform 
minor operations, the latter only if the applicant can 
satisfy the board of his ability to undertake such practices. 

The board is empowered to lay down educational 
standards for qualification for registration, to hold exam- 
inations, to regulate the keeping of the register, and addi- 
tions to or erasures from that list, and to prescribe the 
fee for registration and examination. 

One novel provision of the bill is that any excesses 
of funds in the treasury of the board may be allocated by 
the board “to purposes connected with osteopathic educa- 
tion and research, including the provision of scholarships 
or any public purposes connected with the profession of 
osteopathy.” 

There are indications that the bill may be successfully 
carried through and become a regulation of Parliament. 


EMERGENCY RELIEF OF SICK IN ILLINOIS 


Arrangements for the participation of patients of 
osteopathic physicians in the benefits of the FERA, in 
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New York, Michigan, Kansas, and other states have been 
reported in the publications of the A.O.A. Illinois is now 
added to the list. 


The Executive Secretary of the Illinois Emergency 
Relief Commission, on March 17, wrote: 


“The various county relief administrators in Illinois 
are being informed by this office that clients entitled to 
medical service who request the services of licensed osteo- 
paths may be referred to the osteopath of their choice, or 
if no selection is made by the client, a patient desiring 
osteopathic care may be referred to properly licensed 
osteopaths selected from a list furnished by your associa- 
tion of doctors of osteopathy who have indicated their 
desire to give medical service under the Illinois plan, as 
outlined in our office bulletin, No. 165.” 


RESTRICTIONS IN LOUISIANA 


Since the law was amended in Louisiana in 1932 (Jour. 
Am. Osteo. Assn. July, 1932, p. 456; August, 1932, p. 520), 
the office of the attorney general has taken the attitude 
that the practice rights do not amount to much. He calls 
attention to the definition of osteopathy in the law: “The 
treatment of disease, infirmity, deformity, defect, ailment, 
or injury of a human being without the use of drugs or 
medicine, except antiseptics and anodynes locally applied, 
by manipulations applied to the nerve centers, bones, 
muscles or ligaments.” He ruled, therefore, on July 21, 
1932, that “it would be a vain and useless thing to permit 
[an osteopathic physician] to fill in a birth certificate 
as [the law] would not permit him to practice obstetrics.” 


On September 19, 1933, he said: “Osteopaths are not 
authorized to sign blanks as doctor or physician in charge, 
or to fill out physicians’ reports for insurance companies. 
We do not consider an osteopath to be a practicing 
physician, since he does not use drugs.” 


“HEALTH AUDIT" IN MINNESOTA 


In the case of Granger vs. Adson et al., the Supreme 
Court of Minnesota on November 3, 1933, ruled that “the 
plaintiff, a layman, in conducting a ‘health audit’ for a fee 
for which he furnished his subscribers with the results of 
urinalyses and blood pressure tests, and either himself 
advised, or passed on to the subscriber advice from the 
pathologist who made the urinalyses, as to whether the 
results showed a normal or abnormal state of health and 
whether the subscriber should see a physician, in some 
cases advising as to diet, exercise, and habits, was prac- 
ticing medicine unlawfully.” 


HEALTH OFFICER IN MISSOURI 


J. _K. Lobb, Lathrop, Mo., was appointed county 
physician in May, 1932, and has continued in the office 
since. 


ALLOPATHIC EFFORTS IN NEW JERSEY 


The allopaths have introduced Senate Bill No. 183 in 
New Jersey to take away from the osteopathic profession 
the title “doctor”, “Dr.”, “Physician”, “surgeon”, “special- 
ist”, “professor”, or any letters or words that even suggest 
that osteopathic practitioners are physicians or doctors. It is 
said by the New Jersey Bulletin that it would even permit 
prosecutions for having used these titles in the past. The bill 
has been referred again to the committee, where it is hoped 
it will remain. 


NEW YORK LEGISLATION 


The New York State society is working again this 
year for an amendment to liberalize the antiquated medi- 
cal practice act of that state. A bill was introduced to 
provide for the inclusion of the words, “Osteopathic 
physician,” in the registry of osteopathic licenses and to 
permit minor surgery and the use of narcotics, anesthetics, 
antiseptics, vaccines and antitoxins. This bill was later 
withdrawn and another brought in, presumably covering 
much the same ground, though a copy of the later form 
is not at hand. 


ONTARIO 


Legislation is soon to be undertaken in Ontario to 
enable osteopathic physicians to qualify under the work- 
man’s compensation act, the vital statistics act, and the 
coroner's act, and otherwise to increase their privileges. 
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The Minister of Health of Ontario reported that two 
Ontario physicians had investigated osteopathic colleges 
in the United States and had revealed that the training in 
medical subjects was meager. These physicians were 
delegated by the special committee of the government to 
make the investigation in connection with the proposed 
bill. The Toronto Star reported that osteopathic physicians 
declared that the investigators had spent less than three hours 
in the leading osteopathic colleges and had attended no clinics, 
heard no lectures, and made no check-up on laboratory find- 
ings. “We have received a letter from the dean of the longest 
established college, one with 600 in attendance,” Hubert Po- 
cock told The Star, “and he wrote that the two doctors only 
visited one classroom during their two-and-one-half-hour in- 
spection. He said he regretted their stay was so brief because 
he felt considerable time was required for such an inquiry. 


“We are wondering if these doctors ignored their 
original instructions,” Dr. Pocock continued. “They were 
to report to Mr. McCrea and we were to have an interview 
with Mr. McCrea’s committee on February 20, but we 
have heard nothing about the appointment and presume 
the doctors have not reported to the committee. Yet Dr. 
Robb is able to come out in the House with the statement 
that the report was unfavorable. 


“The doctors only visited four of our schools,” he 
declared, “and they did not visit any of our hospitals. 
They missed the school and hospital at Philadelphia and 
the same in Los Angeles where we have a hospital in con- 
nection with the general hospital.” 


The American Osteopathic Association knew of the 
contemplated “inspection.” The colleges also knew of the 
coming of the men. Full codperation was offered and 
every facility for making the inspections was placed in 
their hands. The officials of every college visited by the 
men reported that their work was superficial and pitifully 
inadequate. 


STATE BOARDS 


California 


Robert C. Lawson, San Francisco, has been reap- 
pointed a member of the Board of Osteopathic Examiners. 


Florida 


At a meeting of the Florida State Board of Osteo- 
pathic Medical Examiners held March 1 at Miami, B. P. 
Harter, Gainesville, was elected chairman; R. C. Heldt, 
Daytona Beach, vice chairman; and Ralph B. Ferguson, 
Miami, secretary-treasurer. 


Illinois 
O. C. Foreman, Chicago, osteopathic committeeman 
for the State Board, advises that examinations will be 


held on the following dates during 1934: April 10, 11, 12, 
June 26, 27, 28, October 16, 17, 18. 


Iowa 


Sherman Opp, Creston, secretary-treasurer of the 
State Board, advises that the next examinations will be 
held June 4, 5 and 6 at the state capitol building in Des 
Moines. All applications should be in Dr. Opp’s hands 
two weeks prior to the examination. 


Michigan 


F. Hoyt Taylor, Lansing, secretary-treasurer of the 
State Board, advises that the spring examinations will be 
held in Lansing on June 26, 27 and 28. Applications 
should be made to Dr. Taylor. 


Nebraska 


The Governor of the State of Nebraska reappointed 
B. L. Ross, Central City, as a member of the Nebraska 
Osteopathic Board of Examiners; thus making the same 
board intact for the next two years. 
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OFFICIAL SESSIONS AT WICHITA 


Arrangements for the various sessions and meetings 
incident to the thirty-eighth annual convention of the Associa- 
tion to be held in Wichita July 23-27, inclusive, are 
progressing rapidly toward conclusion. A schedule for the 
various meetings of the Executive Committee, the Board 
of Trustees, and the House of Delegates follows. 


Those who will have business with any of these groups 
should make arrangements for presentation of any matter 
properly coming before them with the Executive Secretary 
of the Association as far in advance of the convention as 
possible. An agenda of matters to be discussed before 
the House of Delegates and the Board of Trustees will be 
provided well in advance of the convention to the members 
of those official bodies, and it is highly desirable that any 
matter to be presented by any individual member of the 
Association or by any of the divisional societies be called 
to the attention of the Secretary in the near future. 


The tentative schedule for the Executive Committee, 
the Board of Trustees, and the House of Delegates, to be 
presided over in each instance by President Perrin T. 
Wilson, follows: 


THE EXECUTIVE COMMITTEE—HOTEL ALLIS 


Friday, July 20 1:00 p.m.— 2:00 p. m. 


BOARD OF TRUSTEES 


Friday, July 20 2:00 p.m. 
7:00 p. m. 
Saturday, July 21 9:00 a. m.—12:00 
1:30 p.m.— 6:00 p.m 
7:30 p.m. 
Sunday, July 22 Baldwin Memorial Meeting 
2:00 p. m.— 4:00 p. m. 

Wednesday, July 25 \ 
Thursday, July 26 200 p.m— 400 p.m 
Friday, July 27 10:00 a. m.—11:30 a. m. 

11:30 a.m.—lInstallation of officers. 
2:00 p.m.— 3:00 p. m. 


It is entirely possible that it will be necessary to hold 
certain evening sessions of the Board of Trustees in addi- 
tion to those regularly scheduled. The President's recep- 
tion on Monday evening will prevent any Board meeting 
on that evening. Fraternity meetings, reunions and public 
meetings as now proposed will eliminate the possibility 
of meetings on one of the two evenings—Tuesday and 
Wednesday—and the proposed entertainment feature on 
Thursday will preclude the possibility of a meeting that 
evening. 


HOUSE OF DELEGATES—HOTEL ALLIS 


Montes, 4:00 p.m.— 6:00 p.m. 
uesday, July 24 
Wednesday, July 25 m. 


Thursday, July 26 
Friday, July 27 8:00 a. m.—10:00 a. m. 


Arrangements are under way to provide adequate 
stenographic and secretarial services for reporting all 
these sessions. 


Yearly examinations on the birth dates of children 
past three years of age is one method of saving the 
family physician much embarrassment. Diseased tonsils, 
adenoids, decayed teeth, general physical development, 
the condition of the heart, lungs and abdomen, as well 
as the physical development of the bony and muscular 
development, can be observed by such examinations. Too 
often the school nurse or the school physician discovers 
malnutrition or the development of diseases of the struc- 
tures just mentioned which result in serious embarrass- 
ment to the family physician. These yearly examinations 
are also one of the best means of holding families as 
patients and at the same time they safeguard the health 
of many children who would be neglected otherwise. 


—C. B. Blakeslee. 
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GONORRHEA IN THE FEMALE 
B. L. GLEASON, D.O. 
Larned, Kan. 


Gonorrhea is one of the most destructive diseases that 
may befall the female, yet one that apparently is becoming 
more prevalent and that should receive more serious consid- 
eration by all physicians. 

It is by no means a new disease, as it is definitely spoken 
of in the fifteenth chapter of Leviticus in the Old Testament. 
It was then considered a disease of uncleanliness, and to a 
measure, so it is today, though we know the specific cause. 

The term, originating with Galen, is derived from the 
Greek “seed” and “flow”. The gonococcus was discovered by 
Neisser, who proved it to be the specific cause of gonorrhea. 


From its very nature it is impossible to give accurate 
Statistics on such a disease. Some authorities claim that 60 
per cent of the men of the United States have or have had 
gonorrhea, while others place the figure at 51 per cent. The 
same authors claim that the women of the United States 
are afflicted much less—the ratio being sixteen men to each 
woman. 

Experience has shown the duration of gonorrhea to 
vary widely, depending upon its extent, complications and 
virulence, and the habits and general coriditions surrounding 
the patient. It is not possible to foretell the possible duration 
in man, and in woman, it is far more difficult to form any 
opinion. Many competent observers are unwilling to set any 
limit to its infectiousness. Many women, as well as men, 
may recover in a few weeks to a few months, while in others 
the duration is longer and the disease harder to conquer. 
Not a few carry the disease, in a quiescent state, for years, 
only to be stricken later with an acute exacerbation, often 
severe. 

The adult practically always acquires the disease through 
coitus. Children often through soiled clothes or linens. One 
attack confers no immunity, and in fact seems to predispose 
to subsequent infection. 

Pathologically, the gonococcus grows best at body tem- 
perature and slight variations quickly kill or inhibit growth. 
The most favorable habitat is columnar epithelium and this 
fact makes clear why in women the disease is almost always 
the result of coitus with an infected male. 

The cervix and urethra are the most frequent sites of 
infection, some authorities giving one first, some the other. 
In my own practice I have found the infection starting 
oftener in the cervix. Skene’s ducts and glands in the urethra 
and Bartholin’s ducts and glands come next. At the onset 
the infection is essentially superficial. This explains the 
success of the prophylactic treatment commonly practiced 
on the male and the almost uniformly good results from the 
prophylactic treatment for ophthalmia neonatorum. It also 
demonstrates the susceptibility of the gonococcus to the 
various antiseptics. 

The chief requisite for success with prophylaxis is that 
the prophylactic be applied within a reasonable length of 
time after exposure. If time is given for spread of infec- 
tion into the deeper layers, such treatment is seldom effective. 
I have seen a few cases in women where the disease was 
aborted within a very short time, but treatment was insti- 
tuted before patient had any known symptoms except a very 
slight amount of pus, laden with gonococci, in the cervix. 
Gonococci may become entrapped in the occluded glands of 
the cervix with exudate and form retention cysts or they 
may lie dormant for prolonged periods. 

Vulvitis is a not infrequent accompaniment of gonorrhea 
of the cervix or urethra. In infants and young children the 
infection is prone to spread inward and involve the vagina 
and vaginal portion of the cervix. It rarely spreads upward, 
probably due to the small undilated nonmenstruating cervix 
of the child. 

Bartholin’s glands, due to their location, often become 
infected. Occasionally only the ducts are involved and 
then a cure is easy. However, when the ducts become oc- 
cluded a vulvovaginal cyst may develop and become quite 
large. The infection may extend into the gland proper and 
with a mixed infection often produces abscess which has 
tendency to extend from one section of the gland to another. 
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Condylomata acuminata or venereal warts of gonorrheal 
origin occasionally appear. These are, however, usually the 
result of irritation from gonorrheal discharge where the 
parts are not kept clean. They may be small and of no 
significance, or quite large and demand removal for relief. 

Vaginitis is infrequent in adults although occasionally 
seen in girls or young women. 

Urethritis in the female seldom causes much trouble 
because the urethra is quite short and also straight. How- 
ever, Skene’s glands are in the floor of the urethra and 
sometimes a third gland, described by Shuller, is also present 
lying between Skene’s glands. Infection often persists in 
these glands after other symptoms have disappeared, and 
abscesses may form in any of them. They are seldom more 
than a centimeter or two in diameter and usually protrude 
into the vagina. 

In considering cervicitis we must remember that the 
part of the cervix which protrudes into the vagina is nor- 
mally covered by multiple layers of squamous epithelium. 
At the external os this is replaced by the true mucosa of the 
canal. Lacerations of the cervix often change the relative 
position of the tissues. The glands of the cervix are branched 
and extend deeply into the musculature and are almost con- 
stantly filled with mucus. Infection starts in the mucosa 
and usually extends soon in the deep glands and does not 
yield to local or topical treatment. The very nature of the 
structure here favors chronic infection. 

Corporal Endometritis—The glands of the uterine endo- 
metrium, unlike those of the cervix, are unbranched and 
shallow; hence infection does not persist. Infection often 
spreads upward by way of the endometrium to the adnexa. 
However by the time it has reached a chronic stage in the 
adnexa the corporal endometrium is free from the gonococcus 
and histologically normal. The old practice of a curettage 
to cure a leukorrhea resulting from cervicitis almost always 
met with failure. I think it can safely be said that trouble 
in the corporal endometrium is almost universally due to 
infection in the cervix or adnexa or both and not to the 
endometrium itself. 

Metritis might well be considered along with endo- 
metritis; however the uterus sometimes remains enlarged 
and edematous long after the endometrium has undergone 
resolution. 

Gonorrhea of the fallopian tubes, as before stated, 
results from infection by way of the endometrium. At first 
only the mucosa is involved, but as the disease progresses 
the muscular and serous coats are involved with various 
resulting conditions such as salpingitis, pyosalpinx, hydro- 
salpinx, tubo-ovarian abscess, and other ovarian and pelvic 
lesions. As a result of salpingitis, infectious material escapes 
from the tube on to the surface of the ovaries and adjacent 
peritoneum. Nature attempts to check this by sealing off the 
ends of the tubes and when this happens a pyosalpinx or 
hydrosalpinx results. Both ends of the tubes usually are sealed 
or occluded. This encapsulation destroys the gonococcus and 
more or less healing takes place. It is upon this fact that 
the almost universally accepted principle of palliation during 
the acute stage is based. 

Gonococcal pelvic disease is seldom fatal and operative 
delay is usually better and safer than immediate surgical in- 
tervention. There mav be complications that necessitate 
such intervention, but otherwise we are usually safe in wait- 
ing. The inflamed tubes and ovaries become quite heavy 
and very frequently prolapse into the cul-de-sac and by their 
weight tend to displace the uterus. This is often followed 
by adhesions which bind all structures in malposition. 

Hydrosalpinx may follow a mild inflammation of the 
tube or it may be the end result of a pyosalpinx. A hydro- 
salpinx is usually moderate in size but may assume massive 
dimensions. The uterine end of the tube may occasionally 
open and let the fluid drain into the uterus only to fill up 
again, and this may go on for a few years giving rise to 
attacks and apparent recoveries, or permanent closure may 
occur at any time. 

Gonorrheal infection of the ovary usually begins on the 
periphery and may extend inward and destroy the entire 
organ. Infection often gains entrance through the rupture 
of a graafian follicle. Abscesses may be the result of infec- 
tion of a corpus luteum. As a rule ovarion lesions are most 
pronounced upon the surface, and it is essential to know 
this in considering ovarian conservation in surgery. 

Tubo-ovarian cysts or abscesses are, as the name implies, 
a combination of tubal and ovarian disease with a connection 
between the lumen of the tube and the ovary. 
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Gonorrhea is generally a pelvic disease and the infec- 
tion rarely spreads beyond the confines of the pelvis. Gen- 
eral peritonitis from gonococcal infection is rare. Occasion- 
ally actual gonococcal septicemia occurs which is diagnosed 
by finding the organism in the blood stream. When condi- 
tions such as these do happen, it is usually after the primary 
infection has become chronic and something excites an 
exacerbation. 


Gonorrheal arthritis may involve various joints, the 
wrist, knee, ankle, elbow, and shoulder being the more 
common. Gonorrheal tenosynovitis, osteoperiostitis, peri- 
chondritis, chondritis, endocarditis, aortitis, phlebitis, skin 
lesions, nephritis, infection of the nervous system, parotitis, 
otitis, and local wound infection are sometimes encountered. 
I think as stubborn a case as I ever was called upon to deal 
with was one of gonorrheal arthritis and osteoperiostitis of 
the ankle. 


The symptoms, as in other disease conditions, may be 
very mild or very severe. The general state of health of the 
individual is important. If the general health is poor— 
if there are spinal lesions or lymphatic stasis which lower 
the tissue resistance—then the chances are not so good. The 
virulence of the infection also plays its part. Often the first 
symptom noticed by the patient is burning in the urethra, 
and leukorrhea, sometimes mild but often profuse. There 
may also be a small swollen and reddened area near the 
vaginal entrance which examination reveals as a Bartholin 
gland infection. 


In general, gonorrhea may be described as a two stage 
disease the second stage of which does not always develop. 
The first stage, where the infection is confined below the 
internal os, and the second stage where the infection is 
above the internal os and commonly called gonorrheal 
pelvic disease. 


The three areas generally infected during the first stage 
are the cervix, urcthra, and Bartholin’s glands, the frequency 
being in the order named. The discharge is purulent in the 
acute stage and becomes white or whitish-yellow in the 
chronic stage. Often innocently infected individuals, with the 
mild symptoms, are infected for some time, and may even 
develop peritoneal symptoms before being aware of any trou- 
ble. Abscesses of the urethra, labia, etc., should be viewed 
with suspicion. The infection may remain iocalized below the 
internal os; unfortunately however this is by no means always 
the case. 


It is not definitely known what factors influence the 
upward spread of the infection. Improperly administered 
vaginal douches and coitus have been thought to be factors. 
If coitus was a principle factor, every prostitute would be a 
victim of pelvic disease yet many prostitutes escape the in- 
fection above the internal os. It is probable that upward ex- 
tension occurs chiefly at or soon after the menstrual period or 
after the emptying of a pregnant uterus. The cervical glands 
are more active at these times which may account for the 
extension of the infection. It is this upward spread of infec- 
tion following labor, with subsequent sealing off of the tubes, 
which has given rise to the term “one chiid sterility.” The 
individual probably was infected for some time without the 
infection spreading upward until the uterine os was softened 
and probably slightly lacerated at childbirth. 


It is probable that when gonorrheal infection extends 
to the corporal endometrium, in a great majority of cases 
it involves one or both tubes and the symptoms are usually 
those of a mild pelvic peritonitis. Nausea and vomiting may 
be present in the acute stage but they are not the marked 
symptoms. Fever is moderate and pains are in one or both 
tubo-ovarian regions. The acute stage may last five to ten 
days and subside into a chronic stage. Where pelvic infec- 
tion occurs following labor the symptoms may be somewhat 
delayed as compared with ordinary forms of puerperal sepsis. 
Constipation, headache, backache, anorexia, and _ general 
malaise may be present. 


Examination in the acute stage of pelvic peritonitis 
shows the abdomen slightly distended and tympanitic. When 
massive lesions are present, or in individuals with a thin 
abdomen, the adnexa may be carefully outlined and noted 
for swelling, tenderness, etc. The uterus is often fixed in 
position or may be very painful to move. As a matter of 
safety in practice it is ill advised to cause trauma in making 
a bimanual examination, as any injury to the parts affected 
will have a tendency to spread the infection. The finding of 
gonococci is diagnostic although this is not always possible. 
Leukocytosis with a count of from twelve to eighteen thou- 
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sand white cells is commonly present. The acute stage rarely 
lasts more than two weeks, gradually subsiding into the 
chronic stage. 


The severity of the symptoms during the chronic stage 
vary from almost total freedom from symptoms to chronic 
invalidism, “Exacerbations may occur at any time but are 
infrequent after two or three years. During the intervals 
there is usually more or less pain in the adnexa which may 
be augmented by trauma, constipation, vigorous exercise, etc. 
Dysmenorrhea to some degree is almost constant and like- 
wise irregularity of menses. The flow is generally menor- 
rhagic in type. 


The general health may be excellent during the chronic 
stage, and examination may reveal slight, if any, findings, 
or they may be marked. Some patients may be so sensitive 
in the pelvic region that they cannot wear corsets, and the 
slightest pressure causes pain, while others may be negative 
to pain except during an exacerbation. 


The cervix, generally speaking, nearly always shows some 
evidence of disease, being reddened and producing an ex- 
cessive discharge. In making a diagnosis of gonorrheal pelvic 
disease we must differentiate from other acute or chronic 
lower abdominal conditions. The finding of gonococci in 
the discharge is most suggestive, but not conclusive, and 
we should get the complete history of the case, tabulate all 
our findings, and then let the laboratory be the final aid to a 
correct diagnosis. This is very important, as the treatment 
for gonorrheal pelvic disease, while acute, is essentially non- 
operative, whereas many of the other types of infection 
require immediate operative intervention. Cases vary con- 
siderably and atypical ones may occasionally be encountered 
in which a correct diagnosis is difficult; so we must be on 
our guard until we can make a positive diagnosis. 


Complications of many kinds may develop. Neuritis, 
of late years, has received considerable attention as being 
sometimes caused by a gonorrheal focus of infection in the 
cervix, and whether it is the exciting cause or not, all foci 
of infection should receive attention, especially in stubborn 
cases. Abscesses or other collections of gonorrheal pus 
that have been sealed off may rupture into the bladder, 
intestines or peritoneal cavity. Cases are recorded even of 
rupture having taken place through the abdominal wall. Rup- 
ture of an abscess may be spontaneous or the result of some 
form of trauma; or rupture may occur following puerperal 
infection. A diffuse gonorrheal peritonitis is rare and in 
adults is usually mild, while in children the onset is often 
abrupt with evolution of symptoms rapid and severe. 


In taking up the treatment of gonorrhea in women, I 
will first consider treatment where the infection is confined 
or limited below the internal os. As it is true that the gono- 
coccus is readily killed by heat, cold, and many antiseptics, 
so it is also true that, when gonococci are deposited upon a 
suitable medium, such as the female genital tract, it is some- 
times intractable to treatment. The great success of treat- 
ment for gonorrhea is in applying the gonococcocide to the 
microorganism before it has penetrated into the underlying 
tissue. Once the infection has become deep seated, local or 
topical treatment is of little value. The action of chemicals 
as ordinarily applied is superficial, and it is extremely doubt- 
ful whether their penetrative properties can be proportionately 
increased by an increase in their strength beyond certain 
limits. It is a clinical fact that, in general, strong solutions 
do more harm than good in the treatment of the disease. 
These facts should be borne in mind, especially, in treating a 
cervicitis. A strong solution may lessen the resistance of 
the tissue while our efforts should be directed toward build- 
ing it up. 

Here is where osteopathic treatment plays its great role 
in the treatment of all such diseases—the building up of 
the tissues by helping to produce a good circulation of blood 
and lymph, and it does it as no other treatment has ever 
been able to do. Lesions should be corrected by osteopathic 
manipulative adjustment, whether they be bony lesions of 
the spine, or only soft tissue lesions contracting the spine, 
which may affect the circulation. Subluxations of the spine 
never cause gonorrhea nor do their correction cure it, but 
their effect on the tissues is very important and should 
receive due consideration. Likewise, the lymphatic pump 
treatment should be considered an important part of the 
routine in the treatment of any case, and especially those 
with a tendency to a lymphatic stasis. 

One of the common failures of treatment is due to re- 
infection. If the infected area is continually exposed to the 
source of infection, no treatment is of avail. Sexual rela- 
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tions must be interdicted. Dancing or other violent exercise 
must be tabooed. If at all possible the patient should be 
kept quiet in bed and her diet restricted. Bowels should 
be kept free with salines and enemas. Frequent cleansing 
of infected areas with mild antiseptics is also necessary. 


Infection of a Bartholin duct is probably best handled 
by the application of a 2% mercurochrome or one of the 
mild protein-silver compounds in comparatively weak solu- 
tions, probably 5 per cent. Application into the duct may 
be made by means of a fine needle with a blunt. point, in- 
jecting one to two drops but never enough to force fluid 
back into the gland, as infection may be carried or forced 
into the gland and once a Bartholin gland is infected, ex- 
cision will probably be necessary to eradicate the disease. 


Skene’s ducts of the urethra may be treated the same 
as Bartholin’s and if the glands become infected, either 
excision or destruction with the cautery will usually be 
necessary to effect results. 


In treating the cervix, topical applications of a silver 
protein, or mercurochrome are the chemicals of choice. As 
stated before, the tendency of the infection is to penetrate 
deep in the cervix, due to the branching ducts and deep 
seated glands which carry the infection beyond the possibili- 
ties of topical treatment. Frequent douches of a mild anti- 
septic should be a part of the routine treatment. For the 
cervix that has a deep seated infection, the cautery in the 
experienced operator’s hand, is probably the best treatment ; 
however care must be exercised not to cauterize too much 
or too deeply and destroy the internal os. The cautery treat- 
ment is best carried out by repeated cauterizations of a small 
area of the cervical mucosa at a time. After cauterization 
the local treatment should continue for at least a month or so. 


Radium has also been used with success by some. How- 
ever in this as in other forms of treatment, certain care must 
be taken. Radium must not be used in dosages strong 
enough to produce premature menopause. Three to four 
hundred, and occasionally 600, Mgh of radium may be used 
with general safety. 


Gonorrhea after it has extended upward and beyond 
the internal os, is practically always, sooner or later, a con- 
dition which must submit to operative surgery before the 
infection is eradicated. This does not mean that immediate 
surgery is necessary, as the treatment of acute pelvic gonor- 
rheal infection is essentially palliative. The fact is now 
generally recognized that in the average case there is prac- 
tically no mortality, provided proper palliative treatment is 
employed, and that delay is safe and indeed is safer than 
operation. The number needing immediate surgery is ex- 
tremely small and is usually confined to those that are compli- 
cated by a mixed infection or some other trouble. 


The treatment of choice during the acute stage is abso- 
lute rest in bed in the Fowler position; strict regulation of 
diet, being limited to fluid and soft foods; regulation of 
bowels; application of heat; avoidance of trauma, especial 
care being observed in making bimanual or pelvic examina- 
tions to exercise extreme gentleness, and no oftener than 
necessary to determine the changes in the pelvis. It is quite 
characteristic for the temperature to be up a little in the eve- 
ning after examination has been made during the day. If 
a cathartic is necessary it should be very mild. 


Some claim considerable of value in the non-specific 
protein treatment by the intramuscular injection of milk, 
while others claim equally as much for human blood infusion. 
In my own practice I have used both and I think in some 
cases with some benefit. However I cannot get the results 
with either that others claim. 

No hard and fast rules can be adhered to in these condi- 
tions, as each case must be closely watched and carefully 
studied, for surgical interference may become necessary at 
any time. 


After the case has become quiescent, if it has gone 
through the acute stage without surgery, examination may 
then be made to determine the extent of damage to the pelvic 
organs and what surgery, if any, is needed. 


Two things that must be borne in mind in all cases of 
gonorrheal pelvic disease are: first, nearly all will need 
surgery before complete recovery is obtained, and second, 
what surgery is done, in a measure, is for the removal of a 
part of the female organs that have been destroyed by the 
infection. Part of the surgery is to repair and restore to 
normal position that portion of the organs which can safely 
he left. We might be disposed to think of this as destruc- 
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tive surgery, but this is not the case. It is true that in 
nearly every case part of the surgery done will be to remove 
organs, but those organs have already been destroyed by 
the disease as far as function is concerned, and if they 
remain, will be a constant source of focal infection. 


The abdominal route is preferable for surgery in these 
cases with the possible exception of pelvic abscess where 
vaginal incision can secure adequate drainage without risk 
to other structures. 


The surgery to be done should be conservative rather 
than radical—that is we should attempt to conserve the 
functioning parts which have to do with reproduction and 
gland secretion as far as possible. If the case is one near 
the menopause, then the more radical procedure is probably 
better and a complete pan- or supracervical hysterectomy 
should be considered. If we are dealing with a woman who 
desires children, or who has many years before a normal 
menopause, conservation should be a supreme thought in the 
surgeon’s mind. If one tube is not involved it should not be 
removed; however if there is any question of doubt it is 
considered better to remove both tubes than to leave a 
doubtful one; while in dealing with the ovaries it is con- 
sidered better to leave one ovary or a part of one, if any 
doubt exists, than to do a complete ovariectomy. A complete 
ovariectomy may bring about such symptoms as to make a 
much worse condition than if one ovary is left which might 
need future surgery. 


In removing a tube the intramural portion should be 
resected from the uterus, as otherwise a focal infection may 
result in the horn or tubal portion. Personally, I prefer the 
small wire loop cautery for this procedure as it kills the 
infection present while removing the tube. In doing a sal- 
pingectomy, where the ovary is to be left, extreme care 
should be exercised in removing the tube from the tubal 
mesentery, to cut close to the tube lest the blood supply to 
the ovary be destroyed. An ovary that has the blood supply 
impaired to any appreciable degree is very apt to become 
cystic or undergo cystic degeneration. If too great an impair- 
ment of the blood supply of an ovary cannot be avoided it 
is possible to graft the ovary, if healthy, in the abdominal 
wall, and it can still function. If the ovary is damaged to 
the extent where it will soon be entirely diseased it is better 
to remove it. Otherwise the healthy portion of an ovary, if 
the blood supply has not been damaged, should be conserved. 
It is also best, after a tube has been removed, to see that 
the ovary is given support to hold it up in as near normal 
position as possible for, as has already been pointed out, 
nearly always the ovary in these cases is drawn into the 
cul-de-sac and fixed by adhesions, and it will readily prolapse 
again if not supported. Ovaries are likely to give less sub- 
sequent trouble when the uterus can be spared. Even if it is 
necessary to remove the uterus, if the point of amputation 
can be made high enough to conserve a small portion of the 
endometrium, the patient may menstruate, though scantily, 
for years. 

The uterus itself is of no value if the ovaries are both 
removed, so if a bilateral o6phorectomy is necessary a hyster- 
ectomy may as well or better be performed unless the 
condition of the patient will not permit, or the tissues are 
such that too much raw surface will be left. Raw surface 
should never be left as such, if reperitonealization is possible. 
If all cut or raw surfaces are reperitonealized, far fewer 
adhesions will follow the operation. 

When it is necessary to remove the uterus, the surgeon 
should be guided by the circumstances of the individual 
case as to whether a panhysterectomy is to be performed 
or a supracervical hysterectomy. Again conservation, if 
possible, should be a guiding factor. True, the cervix may 
be infected but this infection may safely be handled by a 
close paring of cervical tissue in removing the uterus or by 
the cautery. Ihave found the cautery to be better than the 
former in most cases. One factor we must not forget here, 
and that is, the endometrium does not retain the infection 
for a very long time and seldom becomes so badly damaged 
as to need removal. Another is that when the infected tubes, 
ovaries and cervix are cleared up, infection very seldom will 
remain in the endometrium. A total hysterectomy is a more 
difficult operation, requires more time and the dangers of 
injury to the ureter are greater. Another drawback to this 
operation is the shortening and contracting of the upper 
vagina and weakening of the pelvic diaphragm. 


The mortality in pelvic surgery for gonorrheal infec- 
tions is low and recoveries are very good if the more con- 
servative plan of procedure is carried out. 

The postoperative care is no different, in the main, 
from the routine of other abdominal section. 
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One of the most important things to remember is the 
importance of early diagnosis and of acting in accordance 
with it. If the patient is a girl or young woman who does 
not wish her parents to know, or some one who contends 
that she should be treated without hospitalization, or rest in 
bed at home, or other restrictions from her accustomed daily 
routine, it is best to stress the great dangers ahead, and 
insist upon and institute proper treatment in the beginning 
of the infection and avoid, if possible, the many and varied 
complications which may come. 


Gleason Hospital. 
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SOFT TISSUE WORK* 


MARY LOU LOGAN, D.O. 
Dallas, Texas 


Soft tissue lesions are found in enough cases to de- 
serve special consideration. They may be of external or 
internal origin. Some of the external causes are trauma, 
heat, cold, poisoning and infection. Internal causes are 
legion. Perhaps the acute infectious diseases of childhood 
lay the foundation for many chronic ailments that limit 
the usefulness and happiness of adult life. Speaking of 
these Dr. Still said, “While these diseases are different in 
effects, appearances and names, yet they attack and exe- 
cute their work by overcoming the harmony of nerve and 
blood action between the base of the skull and the dia- 
phragm.” 


The baby at birth may be injured externally and the 
path of his childhood be strewn with traumatic injuries 
trom the simple bump or bruise, whose pain is caressed 
away, to the more severe strain or sprain involving skin, 
fascia, muscles, blood vessels, nerves and often the bones 
as well. All traumatic injuries cause local congestion, 
edema, inflammation and acidosis. 


“Find it, fix it, and leave it alone” applies as aptly to 
the soft tissue lesion as to the bony. Our part is to aid 
the body’s native reparative forces. Many general sys- 
temic conditions may arise from sudden exposures to 
heat or cold. We are all more or less acquainted with 
sunstroke and its sequelae involving, in some degree, all 
the tissues of the body. Also, who among us has not 
treated a patient who came in with a sore throat, stiff 
neck and shoulders directly traceable to exposure to a 
cold draft just a short time before? There had been irri- 
tation to the sensory nerves, contracture of muscles, and 
interference with circulation; local congestion, acidosis 
and inflammation soon followed. Taken early, these pa- 
tients readily respond to thorough relaxation of all the 
soft tissues involved, unless the contracture of these tis- 
sues has been severe enough to produce bony lesions, in 
which case manipulative adjustment is needed of course. 


Burns, of whatever degree, and frost bite are other 
examples of injury to soft tissues from heat or cold. In 
either such case our work is directed to tissue conserva- 
tion. 


Infections often gain entrance through cuts, abrasions 
or other external damage to the body, and may cause 
severe localized soft tissue disturbance as well as general 
systemic toxemia. Ivy poisoning, bite of snake or insect 
can quickly involve all adjacent soft tissues. In all such 
cases our work is to allay pain, neutralize toxins and stop 
soft tissue destruction. 


Infectious diseases comprise the largest group of 
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internal causes of soft tissue lesions. Discussing measles, 
Dr. Still said, “We will begin our exploration for the 
cause of the thickening of the muscles and tissues of the 
neck at the base of the brain, and continue to the sternum 
and the intercostal ligaments and muscles covering the 
upper four ribs around to their union with the spine. I 
always find soreness and much contracture in this locality, 
stopping the fluids until inflammatory action gets in its 
work. Thus the importance of having the blood pass 
without obstruction from the heart, up the neck, into and 
out of the head and face. No inhibition by irritation, con- 
traction or congestion should be allowed to hinder the 
perfect flow of blood. During all examinations of such 
patients I have found muscular contractions at the union 
of the neck with the head. I reasoned that the blood 
that was driven into the cranium by arterial force is 
retained there because the venous system is unable to 
return the blood from this region to the heart. Then why 
has the venous system failed? Your answer is, there is 
muscular contracture of pressure upon the venous system.” 


Under treatment Dr. Still mentioned adjustment of 
any cervical or dorsal lesions together with the clavicles, 
scapule and ribs but he did not stop there. If you will 
read his works carefully you will note how all-inclusive 
his treatment really was. So in measles he freed all 
muscles, nerves and blood vessels of the neck and warned 
that the same procedure was necessary in the axillary 
and in the abdominal regions. He did not stop until the 
entire circulatory and eliminative systems of the body 
were free to do their work as Nature intended it should 
be done. He concluded the discussion after a few brief 
suggestions as to rest and diet by saying “This has been 
my method of procedure for many years in the treatment 
of patients suffering with measles and without the loss 
of a single patient. . In smallpox, chickenpox, measles, 
diphtheria and scarlet fever there is great similarity of the 
condition produced throughout the glandular system.” 


“Lobar pneumonia, considered entirely from a circula- 
tory standpoint, furnishes perhaps the ent example of 
major disease in which all degrees of disturbed circulation 
and nutrition are present,” says C. Earl Miller’. 


“In this disease, like all other diseases, the first cir- 
culatory disturbance is the congestion of the lymph; this 
is followed by complete stasis of this fluid in the area 
affected. If lymph stasis is not relieved, the congestion 
and stasis of the venous blood quickly follows. This com- 
pletes the obstruction of the return circulations and unless 
they are quickly reéstablished the arterial circulation will 
also become obstructed. There is, therefore, an area in 
which there are no circulating fluids. The air cells and 
tubes fill with exudate and consolidation of the involved 
part is complete. 


“The problem in the treatment of pneumonia .. . is 
to reéstablish the circulation of lymph and venous blood 
so as to prevent stasis of arterial blood and thus prevent 
consolidation. If consolidation has occurred the circula- 
tion of lymph and venous blood must be reéstablished, 
and the heart will push through the arterial blood.” 


Arthur D. Becker’ says, “Another frequent finding in 
studying lesions of the thorax as a unit, is rigidity or loss 
of normal mobility and elasticity. This condition most 
frequently occurs as a result of reflexes, viscerogenic in 
origin. Because of acute inflammation or marked irritation 
of viscera, whose sympathetic innervation is associated 
with the dorsal cord, we find the contractions and con- 
tractures develop in the intrinsic and extrinsic muscles of 
the dorsal spine and in the intercostal muscles. These 
contracted tissues produce a relative immobilization of 
the thorax. This rigidity of the thorax as a unit is of 
greatest importance. It changes the relation of the rib head 
articulations and is productive of profound disturbance, 
acting again through the sympathetic nervous system. 


“The functions of the organs contained within the 
thorax are influenced by the degree of elasticity of their 
confining cage. Perhaps a majority of people suffer from 
lack of sufficient oxygen. In children this is often due to 
obstructions in the upper portion of the respiratory tract. 
The fault may be that there is a lack of sufficient hemo- 
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globin in the blood to carry the necessary amount of 
oxygen needed by the tissues of the body to maintain 
normal metabolism. There may be other factors operating 
which prevent internal respiration but, next to nasal 
obstruction, the most frequent cause of insufficient oxy- 
genation is found in an inelastic thorax. . 

“The venous and lymphatic drainage of the entire body 
passes into the thorax and the norma! respiratory excur- 
sions are in large part responsible for the integrity of 
the propulsive force which maintains efficient circulation. 


“The ribs themselves contain a generous portion of 
the red bone marrow of the entire body. When bound 
by contractions of the intercostal tissues there is a dis- 
turbance of the blood supply to the ribs and the result 
may be a so-called costogenic anemia.” 

From the foregoing quotations it is clear how much 
of our work in acute and chronic chest conditions has to 
do with the restoration of needed mobility to the mus- 
culature whose contractions and contractures limit normal 
rib movement, thereby slowing up circulation and drain- 
age of that region. 

After infectious diseases our next great group of 
causes of soft tissue lesions will be found under toxemias, 
ranging from acute to chronic; from the milder forms to 
the severe toxic psychoses. During times of stress, such 
as the years we are passing through, we find an increasing 
number of persons breaking under the strain. Physical 
causes, such as fatigue from overwork, which alone would 
not cause such serious trouble, have been augmented by 
worry, fear, and other emotional disturbances. These 
mental stresses over insecurity cause loss of sleep, poor 
appetite and general debility. Proper relaxation and recre- 
ation are impossible and the vicious circle widens until 
not only the nervous tissues but all the tissues of the body 
become involved. What can soft tissue work do for these? 
If rightly done, it can free circulation by releasing the 
inhibited nerve impulses; relieve the abnormal tension ef- 
fects of muscles, fasciz, ligaments; normalize reflexes; 
neutralize toxins and give better tissue respiration. After 
treatment such as this the patient will have a feeling of 
general well being, a brighter outlook on problems of liv- 
ing and often with a few words of encouragement and 
helpful suggestions given at the right moment, untold 
service may be rendered. 
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EARLY DIAGNOSIS AND TREATMENT 
OF MASTOIDITIS 


WALTER V. GOODFELLOW, D.O. 
Hollywood, Los Angeles, Calif. 


Surgical mastoiditis challenges the diagnostic ability 
of the expert as well as of the novice. One should ex- 
haust every means available to control infection without 
recourse to surgery. To safeguard the patient’s life, to 
operate soon enough to be safe and to avoid unfortunate 
sequellae incident to extension of infection to adjacent 
parts, is the aim of the thoughtful surgeon. When to oper- 
ate and when a case will recover without operation is an 
all important question. Two important factors enter into 
the subject and determine procedure. First, primary, 
contributing foci of infection; second, early paracentesis, 
and adequate treatment. 

Mastoid infection is always secondary, never primary. 
Probably rarely, if ever, is it hematogenous in origin. 
Infection takes place by continuity of tissue from the 
postnasal space by way of the eustachian tube. Where, 
then, is the primary focus of infection and what measures 
can be taken to ward off preventable mastoiditis? 

In determining the etiology of mastoiditis there are 
two main considerations, one of which, that of infection 
of adjacent cavities and tissues, has just been suggested; 
the other, the state of the patient’s general resistance to 
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infection, determined by opsonic index, endocrine balance, 
condition of elimination, etc. 

Susceptibility to serious infections of the mastoid 
region seems to be greater in some cases, and in some 
families, than others. On the whole, however, tissue re- 
sistance to invasion by pathogenic bacteria is adequate in 
most cases, unless primary foci are neglected and bacte- 
rial virulence is thus encouraged. Our duty, therefore, 
seems to be twofold: First and foremost, to eradicate all 
primary foci of infection and then to give attention to 
those systemic conditions which tend to lower tissue re- 
sistance. This sounds simple, but is a large order. 

It is unfortunate that the public press and many in our 
own profession are still endeavoring to make friends with 
unfriendly tonsils and adenoids. The tremendous amount 
of evidence that has been compiled against these vicious 
foci of virulent infection should be convincing to the 
thoughtful physician and the laity. Of equal importance 
as etiological factors are the nasal accessory sinuses. The 
incidence of sinus infection is much greater in young chil- 
dren than is generally suspected. In young adults it plays 
an important part in the causation of ear infection, par- 
ticularly in swimmers, and in adults is one of the chief 
causes of ear infections. 

Routine examination of the ears of very young chil- 
dren when ill from any disease should be made by every 
physician in general practice. At the first suggestion of 
an earache, which usually comes during a severe cold, or 
following a childhood exanthema, careful inspection of the 
drum membranes should be made and at the first sign of 
bulging, a paracentesis should be done. Bulging will be 
recognized by absence of the normal cone of light and 
an inflammation of the drum membrane with a loss of its 
normal steel gray color. Sometimes the bulging appears 
to be a blister or ballooning of a small portion of the 
drum. 

In children, a paracentesis should never be attempted 
save under general anesthesia. Ethyl chloride is easily 
given in the home. It is quick and safe. The patient is 
awake in a few minutes, but there has been time enough 
for deliberate work. The drum membrane should be thor- 
oughly incised. A simple puncture is not sufficient. It is 
my practice to make a curved incision and one or two 
cross incisions. The more thoroughly the drum mem- 
brane is opened the more perfectly will it heal. The 
importance of early paracentesis with free drainage can- 
not be overestimated. 

_ In cases of marked involvement of tonsils and ade- 
noids it is becoming my practice to remove them, if the 
patient is not progressing favorably. I do this in the 
presence of fever, profuse otorrhea and general malaise, 
and have been gratified many times by the immediate 
improvement in the ear. 


Of equal or greater importance, as an etiological 
factor, is the condition of the nasal accessory sinuses. 
It is my practice in surgical mastoids to remove tonsils 
and adenoids at the time of operation, if they are a con- 
tributing factor. Many striking cases of recovery fol- 
lowing irrigation of infected sinuses emphasize the 
importance of this procedure. Some patients with the 
entire picture of a surgical mastoid present, have changed 
over night after emptying pus from the sinuses. It is not 
enough to find pus in the antrums alone and remove it, 
but it is essential to discover and remove pus from the 
frontals and sphenoids as well. In the event that a mas- 
toidectomy is performed, infected sinuses should have daily 
irrigation as an important phase of after treatment. 

Let us picture, for a moment, the converse of the 
treatment just outlined. The patient has infected tonsils 
and adenoids, or infected sinuses, or both, with otorrhea 
and positive indications of a surgical mastoid. The op- 
eration is performed, drainage is established. The nasal 
accessory sinuses are not irrigated and the tonsil and ade- 
noid region is given but little attention. Infection routes 
already established from primary to secondary foci be- 
come an important factor in the subsequent progress of 
the disease. 


In children the temperature curve and blood picture 
may be largely determined by acute infection of the ton- 
sil and adenoid regions. In fact, the laboratory picture 
upon which we base our diagnosis may be, in a large 
part, determined by infection in the primary foci. X-ray 
findings need to be interpreted in the light of many other 
factors in diagnosis. Delay of operative procedures is 
always indicated to cive time to improve or remove 
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primary foci. May I illustrate this by citing a case of a 
twelve-year-old boy who had been prepared for immediate 
surgery by the allopathic surgeon. This opinion was well 
founded on x-ray findings, blood count, urinalysis, physi- 
cal findings, etc. Operation was delayed for further con- 
sultation and I was called. My examination revealed 
quantities of green sinus pus in the nasal and postnasal 
spaces, together with infected tonsils and adenoids. My 
opinion was that surgery should be delayed until these 
primary foci were partially or completely cleared. I 
accepted the findings indicating a surgical mastoid and 
considered a mastoidectomy necessary at a later date. 
Upon irrigation of the infected maxillary antra and treat- 
ment of the tonsils and adenoids the clinical picture 
improved. Profuse otorrhea still persisted. Earache dis- 
appeared. Fever diminished somewhat. Tonsils and ade- 
noids were then removed, the boy having still some fever 
and profuse otorrhea, but from that time on his recov- 
ery was rapid. Otorrhea disappeared entirely; ears re- 
turned to normal; antrum infection gradually cleared. 
This occurred over four years ago and the patient was in 
my office recently. He lives at the beach and swims a 
great deal, and has grown into a vigorous young man 
with normal hearing. 


At about this same time, four and a half years ago, 
there was referred to me a young girl of fifteen years 
suffering with profuse bilateral otorrhea. There was a 
history of severe colds, and a tentative diagnosis of bi- 
lateral mastoiditis. Laboratory examination, x-ray, blood 
count, etc., confirmed this diagnosis. Physical examina- 
tion disclosed profuse sinus pus in the nasal and postnasal 
spaces. Mastoidectomy was delayed to give time for some 
treatment to the sinuses. During the first few days of 
sinus irrigations the clinical picture improved so much 
that she was sent home and sinus treatment continued 
there. She had involvement of both frontal sinuses and 
both maxillary antra. Space does not permit reciting 
many interesting details of the treatment of this case, 
but it is sufficient for the purposes of this discussion to 
record here that otorrhea completely disappeared and has 
not recurred to date. Sinus infection was somewhat per- 
sistent, but finally cleared up and she has grown into a 
strong robust individual with perfect hearing. I have ex- 
amined her recently and there has been no recurrence of 
sinus or ear infection. 


I could continue to recite similar cases and similar 
experiences to confirm my contention, that in incipient 
cases of mastoiditis, vigorous treatment should be di- 
rected to primary foci of infection in the nose and throat; 
also, that the interpretation of x-ray films should be con- 
servative, especially in those cases which show evidence 
of active primary foci of infection. I am also convinced 
that operative procedure can be delayed safely in many 
cases which heretofore have been considered critical. 


To emphasize the importance of this subject I will 
cite a recent case. This little boy of five had a double 
otitis media two years ago from which he apparently en- 
tirely recovered. I recommended the removal of enlarged 
tonsils and adenoids at that time. This was not done. 
He contracted measles six weeks ago and developed ear- 
ache. The physician in charge examined the ears and 
found the canals somewhat covered with a scale, but 
could not determine a drum membrane involvement. 
Three or four precious days were allowed to elapse before 
diagnosis was made, both drum membranes being highly 
inflamed and bulging. These were immediately incised. 
This was followed by a copious bilateral otorrhea. Symp- 
toms subsided for a few days and then sudden fever arose 
with some pain in the ears. He was sent to the hospital 
for an x-ray which showed “the left mastoid hazy, the 
cellular structures fairly well defined. ‘the right mastoid 
distinct haziness, the cellular walls indistinct. Cells lying 
close to the antrum definitely filled. Conclusion, evidence 
of involvement of both mastoids, the right probably sup- 
purative. Blood exam.: Hemoglobin 83; color index 
1; red cells 4,150,000; white cells 22,750; polynuclear 86 
per cent; small lymphocytes 14 per cent.” Tonsils and 
adenoids highly inflamed and infected and some rhinitis. 
He was sent to the operating room for the removal of 
tonsils and adenoids. Blood infusion (10 cc. intramuscu- 
larly) was given, an intravenous injection of iodine and a 
double paracentesis done. This was on June 7 


At this writing, July 3, he is on his feet with a slight 
discharge from the left ear. The right, which was the ear 
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in which x-ray findings indicated pus, ceased discharging 
a week ago, or in about three weeks from time of tonsil 
and adenoid removal. Hearing is good in the right and 
improving in the left ear. He has escaped a mastoidec- 
tomy. His treatment included five blood infusions in six 
days. Then intravenous iodine five injections in seven 
days. Routine hot packs to ears thirty minutes Q.I.D. 
or oftener for pain. Warm boric acid irrigations, al- 
kalinizing, fruit juice diet, attention to elimination. 


I know there are those who will question the ad- 
visability of throat surgery under such conditions. How- 
ever, the good results justify the procedure. In the event 
that it is necessary to perform a mastoidectomy soon 
after tonsillectomy, I feel that the patient will have a bet- 
ter chance of rapid recovery and complete healing with 
the primary foci removed. In the case of sinus infection 
which cannot be entirely cleared before an imperative 
mastoidectomy, the irrigation treatment of the sinuses 
should be continued during the postoperative treatment. 
This may prevent some serious complications which might 
interfere with desired final results. 


To summarize, then, emphasis should be laid on pri- 
mary foci of infection as being of great importance in 
the course of mastoiditis. To remove tonsils and adenoids 
during the pre-operative period as a prophylactic measure 
is good practice. Sinus infection should be searched for 
and treatment given as a prophylactic measure of great 
importance. In the event surgery is necessary any re- 
maining primary foci of infection should be vigorously 
treated during the convalescent period. 


Little has been said about systemic treatment as it 
is the purpose of this paper to emphasize the importance 
of adequate treatment of primary foci of infection before, 
during, and after mastoidectomy. 
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CLASSIFICATION OF DEAFNESS STAGES 
C. C. REID, D.O. 
Denver 


Many failures in personality from apparent dullness 
or slow thinking are in reality due to impaired hearing. 
The apparently dull student may not be aull at all. Hear- 
ing tests in school often discover the depleted hearing in 
children. There are said to be 3,000,000 children in the 
public schools more or less handicapped by partial deaf- 
ness. About 20,000,000 persons above school age are 
handicapped for the battles of life by partial deafness, it 
is claimed by statisticians. The amount of deafness that 
goes unnoticed and neglected is appalling. 


The old way of testing the hearing with tuning forks, 
the watch and other apparatus gave definite warning as 
to the loss of hearing only after the hearing had been 
considerably depleted. The standardized audiometer for 
testing the hearing reveals slight loss and gives the actual 
units of loss from the beginning to extreme conditions. A 
new classification of the stages of deafness has been 
worked out in our office which I have never seen or 
heard of any other place. We classify deafness as follows: 
First stage—from the beginning up to 30 per cent loss. Sec- 
ond stage—from 30 to 50 per cent loss. Third stage—from 
50 to 80 per cent loss. Fourth stage—from 80 per cent to 
total deafness. 


Our reasons for these stages are as follows: First stage— 
The excess hearing is being lost, which the patient fails to 
notice and does not seek relief from any doctor. Second 
stage—This reaches part of the hearing that is useful and 
essential for daily intercourse for social and business affairs. 
Third stage—Beginning at 50 per cent is when the voice has 
to be elevated above ordinary conversation in order to be 
understood. Fourth stage—As the loss continues to 80 per 
cent, by shouting in his ears the deaf person can still hear 
and understand. After 80 per cent an audiophone or some 
instrument is essential in order to understand. It is a 
fact that one can lose about 30 per cent of his hearing and 
still get along in the general routine of life without be- 
ing bothered. He usually pays no attention to it. He 
seldom if ever seeks a doctor during that stage to help 
him from going deaf. Yet it is the stage of deafness 
that should be discovered and treated because it affords 
the greatest hope of saving the patient’s hearing. 


In the ordinary type of progressive deafness there are 
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two factors which are always present locally. One is the 
congestion of the eustachian tubes and middle ear and the 
nasopharynx; the other is a thickening of tissue in these 
regions, which causes a partial or complete closure of the 
eustachian tubes and prevents the ventilation of the mid- 
dle ear, bringing on a continually progressive form of 
deafness which does not stop of its own accord, but rather 
gathers momentum and permanency. Extreme loss of 
hearing is the result unless the pathology is attacked with 
treatment and the process stopped. If it is stopped in the 
first stage the individual will have good hearing. 

If the second stage has been reached and he is suf- 
fering from the handicap of deafness, he may be restored 
to good hearing. If the processes have gone on until he 
has 50 per cent loss, usually useful hearing can be re- 
stored to him. If it passes into the third stage his hear- 
ing may be brought back somewhat, possibly into the 
field of usefulness, but sometimes he will remain in the 
third stage even though the progress is stopped. 

In the early stages the factor most dominant in the 
causation of the progressive deafness is the congestion. 
In the later stages the thickening becomes more and 
more dominant. By proper treatment the congestion can 
be almost if not altogether removed. The thickening of 
the tissue depends on the congestion, hence, if the con- 
gestion is removed, the thickening, while it does not go 
away, ceases to develop and the process is stopped and 
the hearing is saved. It is improved to the extent that 
the congestion is causing the deafness. That is why the 
early stages can be more improved with treatment and 
also the improvement made even more permanent. The 
proper observance of the periodic health examination on 
the part of persons with progressive deafness will redound 
greatly to their benefit if the diagnosis and treatment are 
properly carried out and posttreatment is given. 

An audiphone affords great advantage to persons 
with 50 per cent or more loss of hearing. To a certain 
point it restores their hearing to the field of usefulness 
by its magnification of sounds. About 20,000,000 persons 
in the United States now need the audiphone or will un- 
less they are treated and the progressive deafness stopped. 
About 30,000,000 more have some slight degree of loss 
of hearing which ultimately will take them into the deaf- 
ness class by the time old age comes. Nearly all old 
persons are suffering with a considerable degree of deaf- 
ness. They will usually put their hands up to their ears 
in order to hear when you talk to them. They are not 
deaf because they are old but because of progressive 
deafness which has been neglected along the road and 
allowed to bear fruit. 

Many persons are half blind in one eye and do not 
know it because the other eye is good. Many have re- 
fractive errors that cause about 25 per cent loss of sight 
and yet they do not give it any particular attention, be- 
cause no one has ever impressed them with the importance 
of it. 

Hypermetropia can be overcome largely in its lower 
degrees with the power of accommodation in the eye. 
Vision is not impaired. The fact is there may be super- 
normal vision, yet these persons many times are suffer- 
ing from nervous troubles, headaches, and other handi- 
caps because of an abnormal condition of the eye. A 
careful examination of an apparently well eye and the 
perfectly normal or better-seeing eye may reveal the 
underlying causes of many of their physical symptoms by 
discovering a case of hypermetropia and hyperopic astig- 
matism. It is believed by many refractionists, either 
oculists or optometrists, that myopia has some disease of 
the system back of it. A focal infection, toxemia, gastro- 
intestinal trouble or some nervous condition. Myopia 
tends to progress and become worse as the patient allows 
it to go uncorrected. Many persons do not know this. 
As long as they can see reasonably well, which is up to 
about 50 per cent loss, unless they are doing some fine 
work, they let it drift along until considerable damage 
is done and frequently a high degree of myopia has de- 
veloped. 
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PSYCHOLOGY OF HANDLING RECTAL CASES* 
LLOYD WOOFENDEN, D.O. 
Detroit, Mich. 
: Patients in need of rectal treatment cannot be handled 
in the routine manner. My rectal cases are classified in 
two groups: those who complain of rectal symptoms, 
and those found to be rectal cases in the course of routine 
physical examination. The two differ widely so far as my 
presentation of the matter goes. 


Patients in the first class are usually referred by a 
satisfied rectal patient, and they expect to arrange for 
treatment in first visit. Patients found to be rectal 
cases are on the defensive at once because, for one thing, 
they have had no recent rectal symptoms. They are 
inclined to be skeptical and predisposed to think the 
doctor wishes to do the rectal work for the sake of the 
fee. We cannot blame them for this; they have been ex- 
ploited by too many doctors. 


In every rectal case, the patient must be convinced 
of the doctor’s honesty, and his confidence gained. A care- 
ful, thorough examination and recording of history is the 
best way to accomplish this. The doctor cannot 
ask a half dozen questions and let it go at that; he must 
cover every point in a history form. Many patients will 
object to this, but the objection can be overruled by say- 
ing that you are treating the patient—not the rectum. 


When the complete physical examination has been 
made such laboratory examinations as are necessary are 
made and the patient instructed to return at a specified 
time within a day or two. Meanwhile the patient’s finan- 
cia] status is ascertained. Naturally, this rule is waived 
in the case of a patient who is suffering great pain and 
in need of immediate relief. 


On the patient’s second visit the doctor must have 
the case recorded and, with chart in hand, explain the 
pathology and the recommendations for treatment. After 
the treatment has been explained and recommended, in 
most cases the patient will inquire about the cost. If he 
doesn’t, the doctor should introduce the subject. It is 
unwise to start treatment without an understanding as to 
the exact cost and the arrangements for paying. A fee 
must be set for the entire course of rectal work, not so 
much for an injection treatment. The patient must un- 
derstand that the work will not be started if there is 
any uncertainty about its completion, and for that rea- 
son the fee is set to cover the course. Proctology is spe- 
cialized work which requires a good deal of skill. No 
doctor can afford to undertake a rectal case for a fee of 
$25, neither can he set one standard and stick to it with- 
out losing many patients. There is just enough of the 
barterer in most people to be pleased if they think they 
are getting a concession on the fee. Yet the doctor must 
not cheapen himself by giving every patient a discount; 
it will redound to his discredit. The fee should be kept 
high enough; for a doctor, to a large extent, is considered 
as good as he is expensive. 


Definite arrangements for making payments can be 
made to suit the patient, providing for a substantial sum 
down, if possible. I have found it advisable from a mone- 
tary standpoint to find out about the pay day and to see 
that there is an appointment right after it each time. 


When the patient has decided to undergo treatment, 
the doctor’s use of psychology is not over by any means. 
He must continue selling his services until he is through. 
The first requirement to convince the patient that the 
doctor is capable of doing the work efficiently is real 
honest-to-goodness ability. No matter how good a sales- 
man the doctor is, if he is not qualified to do the work 
the patient has a way of finding out, or maybe the pa- 
tient senses the fact. 

The next requirement is smooth technic. This comes 
only by practice. The proctology patient is at a greater 
disadvantage than any other type of patient. We are 
treating a part of the anatomy that is very sensitive. The 
patient is on his side and the doctor is behind him. It is 
human nature to be afraid of something behind one. If 
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the patient is not afraid, he is at least suspicious. This 
handicap can be largely overcome by using a smooth, 
methodical technic. The doctor must not fumble with his 
instruments, picking one up and then laying it down to 
take another one. If he shows any hesitancy at all, he 
will glance up and see the patient peeking over his shoul- 
der and looking as if he were ready to jump off the table 
at the least provocation. To go about the examination 
and treatment as one who knows what he is doing, can be 
accomplished only by using a standard routine on all 
patients. Otherwise the doctor is bound to be awkward in 
all examinations. 


When the doctor starts treatment, he should take the 
patient into his confidence and explain each treatment in 
terms that can be understood. The patient will be glad 
to tell his friends what he is having done, and the advan- 
tage of ambulatory treatment over radical surgery. A 
record card should be kept for each case, and taken into 
the operating room where the patient can see the entries 
put upon it. An air of mystery is detrimental to the doc- 
tor’s standing with his patients. 


He must also be sure to be gentle in every operation. 
It is surprising how much can be done on a rectum 
without anesthesia, if gentleness is used. It is helpful to 
explain to the patient that the treatment is a bit uncom- 
fortable, but not painful enough to necessitate anesthesia. 


Of course, it is poor psychology as well as poor ethics 
to guarantee a cure. Many patients will ask if we can 
guarantee a cure. We must be honest with them. We 
must not let our desire for the fee get us into trouble 
later. We are selling our services to the best of our abil- 
ity and patients cannot expect more. 


No one should try to practice proctology without a set 
of good instruments. This may not come under psychol- 
ogy, according to some doctors, but I am inclined to 
think it is good psychology to have all the instruments 
one needs and to have good rustless ones. A rusty hemo- 
stat or scissors is criticized more severely in a patient's 
mind than almost anything else, and is never excused or 
forgotten. 


Now to sum up the high points: Ability to make a 
proper examination and diagnosis and to give the neces- 
sary treatment, is the first requisite. 

_It is essential to be able to impart confidence to the 
patient. Proper skill is necessary before we can expect 
the proper confidence. 


_We must be gentle in our examination, and always 
avoid any movements which alarm the patient. The pa- 
tient cannot see what we are doing, but he may have a 
wonderful imagination. 


We must be fair with the patient in the business side. 
The fee must be varied according to the earnings of the 
patient. One satisfied patient who paid $75 is worth more 
in a doctor’s practice than severa] unsatisfied who paid 
$150. We can vary the fee without fear of argument, as 
we can always say “You had much more pathology to 
take care of than Mr. Blank who paid only half as much.” 
It is best to think of the golden rule in fixing fees. 


_ We must be honest with the patient. If he asks a ques- 

tion we cannot answer, we should not be ashamed to 
tell him so. But after he goes, we should look it up and 
be ready next time. 


_ We should have at least enough instruments to give a 
satisfactory examination, so we can know whether we 
can handle the case or not. 


There are many other factors which enter into office 
practice of proctology but herein I have tried to bring 
out only those I consider most important. 
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DISCUSSION 
E. L. YINGER, D.O. 
St. Marys, Ohio 


Dr. Woofenden’s classification of patients — those 
seeking treatment for definite rectal trouble and those 
discovered, incidentally—is very good. There are other 
ways of classifying. Patients who come in with severe 
pain are willing to do almost anything to get relief. A 
majority of them are willing to pay any reasonable sum 
within their reach; but there is a class of patients who 
think because they are not in a hospital and do not have 
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a general anesthetic, they should not pay as much. Then, 
there are those who always want the best and have 
plenty of money, but always want to get something for 
nothing. When we insist upon a reasonable price for 
expert service, they usually whine around a little but 
finally decide it is best to pay the fee asked. 


We have still another class—those who have been 
numbered among our clientele the last nine years, but 
now during the depression are down and out, and we 
know it. When one from this group comes in we let him 
know we are doing a fifty or seventy-five dollar piece of 
work, or whatever it may be, and that we are going to 
mark it up to charity. If they are satisfied, they are going 
to pass on a good word to some other rectal sufferer. 


With those who come with some general complaint, 
in which the examination shows the trouble to be seated 
in rectal pathology, I talk the matter over, explaining as 
nearly as possible the real cause of the trouble and my 
reason for wishing to treat the rectal pathology. This 
clarifies the situation and the patient is more ready to 
cooperate. I have found that a number of those complain- 
ing of neuritis had some rectal pathology which was di- 
rectly or indirectly the cause. I tell such patients that my 
experience has been that a case of internal hemorrhoids 
may throw as much poison into the system as a bad 
tooth. The laity have been so well informed of the fact 
that bad teeth will cause neuritis or rheumatism that if 
we compare the poison absorption of a hemorrhoidal con- 
dition to a bad tooth they are usually willing to have the 
rectal work done. For example, a very wealthy man came 
in, complaining of pain in the shoulder. He told me he 
had been in three of the best clinics in the United States, 
had been x-rayed from head to foot, and had all kinds of 
laboratory tests made, but no one was able to find the 
cause of the pain in the shoulder. I asked about rectal 
trouble and he said he had never had a bit of such trouble 
and therefore had never had a rectal examination. I found 
a large internal hemorrhoid and told him I felt his trouble 
came from the nerve irritation and consequent lowered 
resistance of the surrounding tissue with absorption of 
poison. He told me to go ahead and fix up the hemor- 
rhoid. I gave him an injection of 5% P.O. and had him 
return in five days. He came in with a smile and said, 
“Doctor, you surely found the cause of my trouble, for 
most of my pain is gone already.” I gave him another 
injection of 5% P.O. and had him return in two weeks. 
At the end of that time the pain had all disappeared and 
he was feeling fine. 


When a patient asks if I will guarantee a cure I tell 
him we will agree on a reasonable price to have the work 
done, and then if any rectal trouble returns within a year 
I will treat it free of charge. It is unwise to guarantee a 
cure. The patient is paying for services rendered, not 
for a cure. 


I feel that the best advertisement we can have is 
a reputation of doing good honest work, with little or no 
pain, and to make the patient feel that he is getting more 
than his money’s worth. 

A thorough examination puts confidence into the pa- 
tient that the doctor knows what he is doing. Most pa- 
tients will consent to treatment after a thorough examina- 
tion is finished and the findings explained. 
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AN AGE OF PUBLIC EDUCATION 


It is also good to enlighten the people in the scien- 
tific theory of osteopathic treatment—to tell why and how 
this peculiar treatment cures diseases, or relieves diseases, 
or safeguards the body from falling ill in the first place. 
This public education cannot be done all at once, in one 
booklet, or one discussion, but must be done by a con- 
tinuous communication to the public, maintained continu- 
ously by separate and special efforts. 


This is an age of public education—an age in which 
the people are told what to do by those who best know 
what to advise. This is decidedly true in the question 
of diet and health, and the people are not only thus in- 
structed, but they are also, so far as it is possible to do 
so, told why they should act as the physician advises them. 

M. A. LANE, 


Diagnosis and Treatment 


A STANDARD CLASSIFIED NOMENCLATURE OF 
DISEASE* 


JEANETTE PARKER 
Record Librarian 
Osteopathic Hospital of Philadelphia 


Every progressive hospital maintains a classification 
in its record department by which the diseases treated 
in that institution are cataloged. This systematic ar- 
rangement not only benefits research departments in their 
study of a particular structural or functional disorder, but 
also summarizes the diversified type of ailments treated, 
and the results in mortality, improved and unimproved 
rates. It enables the hospital to study from a common 
source the consequences of the treatments employed. 


Many hospitals in the past composed their own classi- 
fications. Those deemed of a superior nature were pub- 
lished and adopted by other institutions which did not 
compose their own. The results in the usage of so many 
different nomenclatures (and not one of them fully ade- 
quate) held great possibilities for a high percentage of 
error and confusion. The local needs were deficient and 
the gathering of national statistics and comparative fig- 
ures was difficult and unsatisfactory. 


Insurance companies as well as hospitals felt the 
need for a nationally adopted competent classification— 
a fool-proof cross-index inventory that would record 
any disease. In 1928 representatives from the largest hos- 
pitals, insurance companies, medical associations and 
government departments, as well as statisticians, met in 
New York by invitation of the New York Academy of 
Medicine to discuss the problem. It required a great 
deal of effort, but in April, 1932, the preliminary edition 
of “A Standard Classified Nomenclature of Disease” was 
published, sponsored by such societies as the American 
Medical Association, the American College of Surgeons, 
the American Hospital Association, the American Surgi- 
cal Association, the American Public Health Association, 
and seventeen other leading groups. The nomenclature 
was tested in a few hospitals and its fallacies corrected 
in the experimental stages. In January, 1933, the first 
edition for national usage was published, and in that 
same month the system was introduced into this hospital. 


This book, “A Standard Classified Nomenclature of 
Disease,” is at present nationally accepted. The purpose 
in expounding its virtues is not only to offer a walking 
and talking acquaintance with its contents, but also to 
arrive at a finer understanding of diagnoses. In order 
that the subject may be well presented and easily under- 
stood, it must be explained from its elementary stages 
to the completed summary. This index records diseases 
both topographically and etiologically so that not only 
is the site of the disease named, but also a concise pic- 
ture of the causative factors involved, even those causes 
of unknown or uncertain origin. 


_ , The topographical classification includes eleven main 
divisions: 


0 Diseases of the body as a whole (including dis- 
eases of the psyche, and of the body generally); 
and those not affecting a particular system ex- 
clusively 

Diseases of the integumentary system (including 
the subcutaneous areolar tissue and breast) 
Diseases of the musculo-skeletal system 

Diseases of the respiratory system 

Diseases of the cardio-vascular system 

Diseases of the hemic and lymphatic systems 
Diseases of the digestive system 

Diseases of the urogenital system 

Diseases of the endocrine system 

Diseases of the nervous system 

Diseases of the organs of special sense 


Each main division has its subdivisions and these 
are again divided into a closer digit. For example: The 
digestive system is divided into its various components: 
mouth, salivary glands, pharynx and esophagus, stomach, 
small intestine, colon, appendix, rectum, anus, liver and 
bile passages, and pancreas. These in turn are subdivided, 


*Editor’s Note: The book referred to herein was reviewed in 
The Journal for March, 1933, (and should be widely read and used). 
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as alveoli, under mouth; ileum, under small intestine; and 
so forth for the third division. 

The etiological classification includes twelve prin- 
cipal topics: 
Diseases due 
Diseases due 
Diseases due 
Diseases due 
Diseases due 


to prenatal influences 

to lower plant and animal parasites 

to higher plant and animal parasites 

to intoxication 

to trauma or physical agents 

0 Diseases due to circulatory disturbance 

5 Diseases due to disturbances of innervation or of 
psychic control 
Diseases due to or consisting of static mechanical 
abnormality (obstruction; calculus; displacement 
and gross changes in form, etc., due to unknown 
cause) 

7 Diseases due to disorders of metabolism, 

or nutrition 

8 New growths 

9 Diseases due to unknown or uncertain causes, the 

structural reaction (degenerative, infiltrative, in- 
flammatory, proliferative, sclerotic, or reparative) 
to which is manifest; and hereditary and familial 
diseases of this nature 

X Diseases due to unknown or uncertain causes, 

the functional reaction to which is alone manifest; 
and hereditary and familial diseases of this nature 

The same method of subdivision is here employed as 
in the topographical order. Therefore, if the diseases 
are of any of the foregoing headings they should be 
specified as for example, deafness. The record librarian 
would naturally classify it under acoustic sense for lo- 
cation, but is in a quandary as to the etiological factors. 
Is it infectional deafness? occupational deafness? con- 
genital deafness? deafness, cause undetermined? Adhesions 
should be specified as to location. Chronic and acute 
diseases should be cited as either chronic or acute. Such 
vague expressions as “pelvic pathology” or “brain neo- 
plasm” are practically valueless unless the location and 
disease is specifically named, particularly if it is a surgical 
case. Ask yourself three questions in w riting a careful 
and correct diagnosis: Where is it? What is it? Why 
is it? 

Grade A medical institutions, at the present date, 
have accepted this nomenclature. Within the next ten 
years they will possess the key to a vast fortune of com- 
piled information. Fortunately this institution has every 
facility to get in on the ground floor and to stay on it 
in the matter of this record system, but the success of 
this system wholly depends on the cooperation of the at- 
tending doctor who diagnoses the case, the interne who 
codes the diagnosis, and the record librarian who com- 
piles the completed information. 

That extra little thought given to the writing of a 
clear, concise diagnosis will gain the respect of other 
institutions in the exchange of records, win the esteem of 
the court when records are presented in legal matters, 
render service in reference work, be of untold value to 
the research department bent on establishing authorita- 
tive information, set a shining example to the students 
of this college, enable the record department to assist 
you accurately, and above all, further the cause of oste- 
opathy. 


growth, 


VALUE OF ROUTINE PHYSICAL EXAMINATION 


WILLIAM F. DAIBER, D.O. 
Philadelphia 

The value of routine physical examination in the 
General Clinic of the Philadelphia Osteopathic Hospital 
has been questioned by some. This short discussion will 
attempt to emphasize its merits. 

From a scientific standpoint a routine physical ex- 
amination of the patient is an absolute necessity for a 
complete clinical picture. Such complete knowledge is 
our aim in clinical practice. Let us consider the function 
of a clinic and see how this routine fits in. Its objectives 
are twofold: (1) To supply medical aid to the needy; 
(2) to supply clinical material for student instruction. 

Our first thought should be aid to the unfortunate 
when we are in a position to render it; and from the in- 
stitutional standpoint, it is necessary to furnish clinical 
material for students. 

Some of the secondary results which accrue are the 
training of a clinical staff and the growth of the institu- 
tion. 
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How does the routine physical examination aid? 
1. It is of distinct value to the patient 
2. It is of immense interest to the student 
3. It is of undoubted value to the examin- 
ing physician 
4. It stamps the clinic as scientific, thorough 
and modern 

(). Value to the patient—The average patient is 
anxious about his health as evidenced by his presence at 
the clinic. He is greatly impressed by the detailed ex- 
amination given him. Even though he were not ailing, 
this routine examination would be of great value in de- 
termining his physical status and capabilities. Such 
procedure promotes prophylaxis and ultimately increases 
the average length of life. 

In most cases the routine examination is actively and 
specifically useful. It fits in with the history, laboratory, 
osteogram and special clinic reports to establish a diag- 
nosis. In many cases asymptomatic findings such as 
benign and malignant tumors are discovered. From the 
standpoint of early diagnosis and treatment of carcinoma 
alone, it is invaluable. 

(2). To the student—There is no more valuable pro- 
ceeding than the routine examination that we could in- 
culcate into his mind. What he does in the clinic he 
will probably do in his own office several years hence. 
The more physical examinations he assists in doing and 
observing, the better physician he will be. He must not 
only learn to recognize pathologic findings but also he 
must understand the normal. He should be eager to ex- 
amine chests and throats and take blood pressure read- 
ings. The clinic is his workshop, his laboratory for 
proving and substantiating his learning. Therefore, he 
should be supplied with plenty of material for his own 
development in the examination of patients. 

(3.) The examining physician, without a doubt, 
profits as much or more than anyone else concerned. The 
patient’s profit is tangible improvement, relief or cure for 
which he is very grateful. The student’s profit, is the 
revelation of the practical side of our healing art. The 
examining physician’s place in the program however, re- 
solves itself into a continuous postgraduate course in 
physical diagnosis. It is the most valuable training he 
could receive. It means seeing and examining a great 
number of new patients each year, following through 
with their treatment and final discharge. It means seeing 
a great variety of pathologic cases in a much shorter 
space of time than he would in his own practice. It 
means a chance to become an expert diagnostician, an op- 
portunity to become a better physician than he could 
possibly be without this valuable clinical training. 

(4.) The advocation of the routine examination 
stamps the clinic as wholly scientific, modern and thor- 
ough. Routine examination lessens the possibility of 
error in diagnosis and treatment and this is especially 
valuable in apparently easy cases. 

Diagnostic errors which lead to serious consequences 
and even fatalities are greatly magnified by the populace. 
Good deeds are pushed into insignificance at such a time. 

Patients, physicians, other clinics and hospitals all 
see the results of our work. We cannot afford to be 
lax, or even to be ordinary in our work; we must be 
above the average at all times. 

Let me cite an instance where our routine physical 
examination paid huge dividends in satisfaction, security 
and the establishment of our clinic above reproach. 

On January 18, 1933, Mrs. X, aged 60 years, entered 
our clinic complaining of headache and dull pain in the 
interscapular region. After her history was taken, she 
was examined by Dr. Ammerman. 

The outstanding findings were: B.P. 258/150; P.P. 
108, pulse 102, presystolic mitral murmur, moderate car- 
diac enlargement. No unusual signs of decompensation 
were present, viz., ascites, extreme dyspnea, blueness, etc. 

Urine showed .12 per cent albumin and a few coarsely 
granular casts, otherwise negative. Osteogram revealed 
many bony lesions in all spinal regions and both first 
ribs were lesioned. 

Examination of the eyes revealed normal disks, 
negative retinae, and normal blood vessels. Dr. Fischer 
saw this patient the first day and made a provisional 
diagnosis of hypertensive disease, chronic myocarditis, 
and mitral disease. The patient was put on corrective 


and supportive treatment and referred to the x-ray de- 
partment for fluoroscopic study of the aorta, and to the 
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laboratory for a Wassermann test. Detailed eye and 
chest examination was to follow. 

However, one week later, January 25, it was deemed 
advisable to put the patient at complete rest in bed. The 
orders were placed upon the order sheet for the Out- 
Patient department to treat the patient at home. The 
next day she did not remain in bed. She was found un- 
conscious in the street and was taken to Frankford hos- 
pital where she suddenly died. An examination of her 
clothing revealed a registration card from the osteopathic 
hospital clinic which encouraged the Frankford hospital 
to get some information on the case. 

Such a case could have put us in a very unfavorable 
and dangerous position had our records not been com- 
plete. Our findings were accurate and our outlined treat- 
ment undeniably necessary as written into the order 
sheet. 

I recall a short time ago another patient from the 
same locality who came under my care in the clinic. She 
was Mrs. Y, aged 60, a plethoric individual with an un- 
usually ruddy complexion, apparently the very picture of 
health. She had been referred to the General clinic by 
Dr. Abeyta for general physical examination and treat- 
ment in preparation for a future cataract operation. 

The patient denied any symptoms aside from the 
eye condition. Physical examination revealed hyperten- 
sion, B.P. 196/100, P.P. 96, an aortic murmur and cardiac 
enlargement. Dr. Fischer saw this patient and made a 
provisional diagnosis of cataract, aortic thickening with 
valvular disease and hypertension, 

These findings were discussed with the patient and 
the importance of a more complete diagnosis by an elec- 
trocardiograph, and an x-ray of the chest was stressed. 
She then admitted dyspnea on slight exertion, unusual 
tiredness and several other related symptoms. However, 


she never returned for further study and treatment. Un- 
doubtedly, she was mainly interested in the cataract 
and we assumed that she has disregarded our advice. But 


again, she may have been taking treatment for the cardio- 
vascular condition from a local physician. At least she 
has been advised of her disease and we have performed 
our part of the contract. 

Consider for a moment the indelible impression two 
such cases imprint on the students’ minds, aside from the 
picture they paint for us. It teaches them to be on 
guard at all times for unsuspected pathology. It warns 
them not to take any case too lightly, to be always 
alert, and to examine every patient before treatment. 

Taking the opposing viewpoint, ie, that routine 
physical examination is not a necessity and should not 
be pursued, we could cite the numerous instances where 
patients have had extensive attention the first day in the 
clinic never to return. While this may make the final 
diagnosis impossible, it has still served as instruction for 
the student and is not entirely lost from a teaching stand- 
point. 

Were our staff smaller we could offer the “time” 
element as an objection, but our staff being fairly large, 
time is not an interfering factor and certainly time does 
not enter into the question from the student’s standpoint. 

It is equally as important for him to examine pa- 
tients in the clinic as it is to go through the mechanics 
of treatment. 

Summing up the situation, I would say that the ad- 
vantages far outweigh any disadvantage which may be 
present: that to alter our present routine physical exami- 
nation would be a step backward and perhaps a hazardous 
one. 


ABDOMINAL PAIN IN INFANTS 
Cc. B. BLAKESLEE, D.O. 
Indianapolis 


Whenever an infant shows evidence of a digestive 
disturbance, associated with a discomfort in the abdom- 
inal region, a careful check should be made into the 
etiological factors. It must not be taken for granted 
that the child has gas pains or colic. To be on the safe 
side, in an infant, pain in the abdomen should be re- 
garded as appendicitis until proved otherwise. It is only 
through the taking of a case history, symptomatology, 
physical and clinical examinations that a physician can 
diagnose appendicitis. These little folk cannot tell us 
where the pain is. The symptoms that should make us 
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suspicious of appendicitis are pain in the abdomen, nau- 
sea, vomiting, fever, increased pulse rate, rigidity of the 
abdominal muscles, tenderness over McBurney’s point, 
extreme prostration and leukocytosis. By no means 
should we expect to find all of these symptoms before 
making the diagnosis. Pain in the abdomen, fever and 
increased pulse rate may be all we find in certain cases 
of appendicitis. In others the symptoms may be vomit- 
ing, rapid pulse and tenderness over McBurney’s point. 
Fever, rigidity of the abdominal muscles and a rapid 
pulse are very indicative of appendicitis. Extreme pros- 
tration and rapid pulse with vomiting and tenderness 
over McBurney’s point are positive symptoms of appen- 
dicitis. It is important to differentiate pyelitis from acute 
appendicitis in infants. This can usually be done by a 
blood count and a microscopic urinalysis. 

In cases of pneumonia which involve the lower lobes 
of the lungs and pleura, the physical signs and symptoms 
may closely resemble appendicitis. These cases can be 
differentiated by a careful physical and x-ray examination. 
It is important to act immediately where symptoms in- 
dicate appendicitis, since, in these little patients, the ap- 
pendix may rupture in from three to twelve hours fol- 
lowing the onset of the attack. 

With our present laboratory equipment to aid us in 
diagnosis, it is inexcusable for a physician to allow a 
case of appendicitis to develop to the point where it 
ruptures and the infant develops a general peritonitis. 


Case Histories 


ACHALASIA CARDIA 


FRED L. SWOPE, D.O. 
Richmond, Ind. 

Male, aged 61, was unable to complete his noon meal. 
In the middle of it he experienced a sudden sensation of 
epigastric discomfort, and the next food swallowed was 
regurgitated. He returned to the table and drank some 
water which was immediately vomited without mucus or 
stomach contents. He retired for an hour and a second 
attempt to drink water brought the same result. An allo- 
path was unsuccessful in giving medication by mouth 
on two visits. The patient refused a hypodermic. He 
rested well and had no pain during the night. The fol- 
lowing day he was still unable to retain water, food or 
medication. He was advised to go to the hospital for 
gastro-intestinal roentgenography but could not under- 
stand how such procedure was possible when the barium 
meal was explained to him. I was called that evening, 
after 32 hours of dysphagia. 

The history was essentially negative. The patient 
had enjoyed unusually good health aside from seasonal 
attacks of hay fever. No serious illness since childhood, 
no injuries or operations. He had a slight inguinal hernia 
on the right. Examination disclosed nothing of impor- 
tance, save ptyalism and certain spinal findings. There 
was moderate tenderness of musculature about Ist and 
2nd cervical and from 7th cervical to 4th thoracic vertebre. 
Soft tissues from Ist to 4th lumbar showed extreme ten- 
derness and marked rigidity. I was unable to diagnose 
specific bony lesions at any of these regions. 

Even a tentative diagnosis was not considered, but 
there was sufficient osteopathic pathology present to work 
upon. The lumbar region did not respond to soft-tissue 
manipulation and it did not seem plausible to expect 
results without relieving that marked rigidity. A “trick” 
of C. J. Gaddis’ was recalled, in which he had a patient 
lie on two tennis balls wrapped in a towel to obtain 
steady, deep pressure at a specific spot. In the absence 
of tennis balls two loosely rolled balls of bandage in a 
small towel were used. The patient was instructed to lie 
on this (applied to the region from Ist to 4th lumbar) 
until it became uncomfortable, then remove it and sleep 
during the night in supine or prone position. He was 
advised to drink a small amount of warm water in the 
morning and report. 

The patient reported a comfortable night. He enjoyed 
a good breakfast. Daily osteopathic treatment for five 


days was necessary to alleviate completely the lumbar 
tenderness and rigidity. As a precaution, and addition to 
our records, gastro-intestinal and cholecystography studies 
were made, which were negative. 
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A similar attack occurred six months later, at which 
time the patient was seen immediately. He was relieved 
at once by osteopathic treatment stimulation to the upper 
thoracic and seventh cervical and inhibition to first and 
third lumbar. Experiment showed that stimulation of the 
vagus caused hiccoughs and retching, and once there was 
pain with vomiting of stomach contents. This vomitus 
contained shreds of chicken that had not been masticated, 
and the patient agreed that his meal had been hasty. 


Considering the negative history and examination, in- 
cluding roentgenography, this case gave us a problem in 
absolute osteopathic diagnosis. The more serious indica- 
tions of stricture, compression, and cancer were not likely 
with such a history, and x-ray substantiated it. It was 
our belief that the parasympathetic innervation to the 
cardia was through the vagus. Osteopathic references 
tended to sustain that belief. But in the list of spinal 
nerve centers, listed in Cosner’s appointment book, we 
find, “Stomach, Cardiac End Contracts—concuss 7th 
cervical and Ist and 3d lumbar. Pressure to Ist and 3d 
lumbar on left side.” 


Due to the fact that single mouthfuls of food or 
drink were vomited, without stomach contents, the ob- 
struction appeared to be at the cardia. The term cardi- 
ospasm was unsuitable because it is almost always used 
in connection with, or is later proved to be a part of 
some other pathology. Cardiospasm may be reflex but 
the general use of the term has led us to associate it with 
esophagismus, dilatation, and pain. Therefore, we pre- 
ferred the term “achalasia,” which suggests a reflex, func- 
tional disturbance without proof or suggestion of local 
pathology. French explains the difference in the terms, 
as: “Cardiospasm—an erroneous spasmodic contraction 
of the cardiac orifice which refuses to relax for ingress of 
food into the stomach; a more recent view is that the 
trouble results, not from undue or excessive spasm, but 
from defective relaxation of the normal tonicity—a con- 
dition to which the term achalasia has been applied.” 


It is interesting to note the treatment suggested in 
medical texts. They are varied from soft bland diets, 
antispasmodics, and hygiene, to instrumentation. In the 
latter treatment many authors favor the passage of bougie 
while others employ sounds or the hydrostatic dilator. 
Certainly, as a patient, one would not be hard pressed to 
decide between such instrumentation and twenty minutes 
of osteopathic treatment as a relief from this condition. 
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Current Medical Literature 
Abstracted by R. E. Duffell, D.O. 


A Study of One Hundred Cases of Subdeltoid Bursitis 


Mark H. Rogers has studied 100 cases of what he calls 
subdeltoid bursitis and gives his report in The Journal of 
Bone and Joint Surgery for January, 1934, pp. 145-150. 


The subdeltoid bursa is situated between the supra- 
spinatis and deltoid muscles on the superior surface of 
the head of the humerus. In separating the deltoid fibers 
the bursa lies directly beneath, then the supraspinatis is 
found and finally the capsule of the joint. 


Rogers classified his cases into three groups: (1) 
the acute, fulminating type (29 cases); (2) the chronic 
adhesive type (46 cases); and (3) the traumatic type (25 
cases). In none of these cases was he able to find clinical 
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evidence of focal infection as being the cause of the 
shoulder condition. The first type comes on quickly 
without history of injury and is quite painful. The second 
type comes on slowly with no acute pain unless arm is 
moved, but the motion of abduction of the arm is soon 
lost. The third type has a definite history of a fall or 
twist with rupture of the supraspinatis tendon. 

Eighteen patients in the chronic group were suffer- 
ing from diabetes, but the author does not attempt to 
explain this except that diabetes tends to age the tissues. 
The average age of the patients in the chronic group was 
56 years. 

The author is inclined to believe that a degenerative 
process rather than an infectious process is involved. 
Calcification does not take place in the bursal sac but the 
deposits are found on the superior surface of the joint 
capsule, the posterior wall of the bursa lying on top of 
the deposit. 


Treatment of Rheumatoid Arthritis with Hyperthermia 
Produced by a High-Frequency Current 


In The Journal of Bone and Joint Surgery for January, 
1934, pp. 69-74, Edith E. Nicholls, K. G. Hansson and 
Wendell J. Stainsby from the New York Hospital and 
the Department of Medicine of Cornell University Medi- 
cal College, New York, report the results of hyperthermia 
treatment on a series of twelve selected patients with 
rheumatoid arthritis. The duration of the disease prior to 
treatment in these cases averaged three and nine-tenths 
years. Each presented the typical picture of rheumatoid 
arthritis, including fusiform swelling of the fingers, al- 
though ankylosis and other deformities were entirely 
absent. 

In giving the treatment a perforated tinfoil electrode 
covered the back of the patient, one was placed on the 
chest and another on the abdomen. The patient was 
then placed in bed under an electric “baker,” blankets 
wrapped around the “baker” and up close to the neck of 
the patient so that no heat could escape yet the patient 
could move at will. The high frequency current was 
turned on simultaneously with the “baker” at low heat. 
The maximum current of 3000 to 5000 milliamperes was 
reached in five minutes. When the temperature of the 
patient reached between 104 and 104.9 F. the current was 
shut off, the “baker” maintaining heat at a high level for 
several hours and then gradually being reduced. The 
a of treatments for each case varied from one to 

ve. 

The authors conclude that “while, in most instances, 
temporary relief of symptoms was noted, there was no 
evidence that any lasting benefit was derived from this 
form of therapy. The results were so discouraging that 
we felt we were not justified in continuing this form of 
treatment in rheumatoid arthritis.” 


Sciatica and the Sacro-Iliac Joint 


Albert H. Freiberg and Theodore H. Vinke, writing 
in The Journal of Bone and Joint Surgery for January, 1934, 
pp. 126-136, contend that since the publication of the studies 
of Goldthwait and Osgood in 1905, there has been a gen- 
eral acceptance of the view that sciatic pain has origin in 
lesions of the lumbar, sacrolumbar and sacro-iliac articula- 
tions, but particularly the sacro-iliac. The authors disagree 
with P. C. Williams (Reduced Lumbosacral Joint Space, 
Jour. Am. Med. Assn., Nov 12, 1932, p. 1677) who states 
that the cause of pain may be due to diminished lum- 
bosacral joint space with narrowing of the intervertebral 
foramen, but they are inclined to believe, partially 
through roentgen evidence, that there are arthritic 
changes in the sacro-iliac joint which give rise to pain. 
They also state that “a very few cases have been ob- 
served in which marked lateral displacement of the fifth 
lumbar vertebra on the sacrum resulted in sciatic pain.” 

It is contended that the sacro-iliac joint is well pro- 
tected by strong ligaments, that it has no direct muscular 
control, and for that reason, in the authors’ opinion, pri- 
mary relaxation of these supports permitting subluxation 
to occur does not seem credible; although they say “it 
has always seemed difficult to explain the sudden oc- 
currence of symptoms ascribable to this joint in persons 
of great vigor as the result of overexertion, making a 
misstep, or twisting the trunk while playing golf.” The 


authors explain that the relaxing effect upon the Tiga- 
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ments which results in abnormal joint movement and 
irritation is due to the arthritic process; that “. 
arthritis may be long in existence without producing 
changes visible in the roentgenogram .. .” 

As to the anatomy involved in the production of pain, 
the authors quote W. Yeoman, (Relation of Arthritis of 
the Sacro-Iliac Joint to Sciatica, Lancet, 1928, p. 119), 
who called attention to the fact that the lumbosacral 
plexus which forms the sciatic nerve is situated medially 
and inferiorly to the sacro-iliac joint, separated from it 
by the piriformis muscle and its fascia of origin, and that 
“any lesion of the sacro-iliac joint may cause inflamma- 
tory reaction of the piriformis muscle and its fascia.” 

The sciatic nerve is made up of fibers from the 4th 
and 5th lumbar and Ist, 2nd and 3rd sacral nerves. It 
may pass either above or below the piriformis muscle, it 
may split and pass around the muscle, or the muscle may 
be split and surround the nerve. The authors also call 
attention to the fact that “a large branch of the inferior 
gluteal artery, with its accompanying vein, cross the 
sciatic trunk under the belly of the piriformis. Contin- 
uous pressure here from contraction of the piriformis 
may conceivably produce a sustained congestion, both in 
the vein and in the circulation of the nerve sheath.” 

The piriformis muscle bridges the sacro-iliac joint. 
It arises from the ventral surface of the 2nd, 3rd and 4th 
sacral vertebre, the posterior border of the great sciatic 
notch, the sacrotuberous ligament near the sacrum and 
the capsule of the sacro-iliac joint. It passes out through 
the greater sciatic foramen to be inserted into the greater 
trochanter of the femur. It is a lateral rotator of the 
extended thigh and an abductor of the flexed thigh. 

Laségue’s sign, or as Goldthwait and Osgood called 
it “straight leg raising test,” is a characteristic phe- 
nomenon of sacro-iliac involvement. This test is per- 
formed to differentiate sciatica from hip-joint disease: 
in the case of the former, flexion of the thigh upon the 
hip is painless or easily accomplished without pain when 
the knee is bent. When the leg is extended and raised 
in sacro-iliac involvement pain is produced, the degree 
of leg raising without pain being dependent upon the 
degree of involvement. Some writers believe this phe- 
nomenon involves disease of the nerve roots, others mus- 
cular lesions of the lumbar and gluteal regions and still 
others that it is the mechanical effect of pressure upon 
the nerve as the result of continuous spasm of the piri- 
formis muscle. 

The authors have made an anatomical study of this 
region on cadavers and have proved that when the ex- 
tended leg is raised to a certain degree there is a tight- 
ening of the sacrotuberous ligament and of the piriformis 
muscle. The long head of the biceps femoris whose fibers 
of origin may be traced to the sacrotuberous ligament 
is responsible for the effect produced on the piriformis 
in the leg raising test. 

In conclusion the authors state that “the study of 
the relationship of the piriformis muscle and sciatic nerve 
and of the neurovascular plexus between them is strongly 
suggestive. It suggests that the relief obtained from 
the manipulative procedures for sciatic pain may have its 
explanation in the release of adhesions between the piri- 
formis muscle and the nerve sheath rather than from 
the stretching of the nerve trunk. Perhaps it may not 
be going too far to intimate that surgical attack upon the 
tendon of the piriformis at its trochanteric attachment 
might prove to be appropriate in some cases of very ob- 
stinate sciatic pain.” 


Pruritis Ani 

Anal itching is one of the most intractable rectal dis- 
eases according to Eugene Carmichael, writing in The 
Journal of The American College of Proctology for Janu- 
ary, 1934. Pp. 188-193. He calls this a trophic-sensory 
reflex, “Founded on the fact that the nutrition of the skin 
is controlled by the nutritional fibers of the cutaneous 
nerves of the parts affected. The anatomic stimulus for 
the reflex is a lesion or lesions in the wall of the anal 
canal. The cutaneous abrasions and hypersensitivity is 
the result of lowered tonicity and resistance of the tissues 
due to a disturbance of the nutritional nerve impulses 
flowing to the part. 

“Anal lesions in the parasympathetic anal area send 
excessive afferent impulses back to the centers of the 
anterior division of the sacral plexus where they are trans- 
ferred to efferent nerve fibers supplying the skin. . .” 
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Back of the local irritation, some authors believe, is one 
of the following etiological factors : faulty diet, colitis, procto- 
colitis and toxins. Pinworms and seatworms are some- 
times found. Anatomic lesions in the anal canal plus food 
allergy may influence some cases. 


Treatment to the skin alone, however, gives only tem- 
porary relief. Carmichael remarks that “x-ray, ultraviolet 
rays, electric cataphoresis, undercutting, scarification and 
denuding the skin with escharotics have all been used 
empirically, but none when used alone has proved satis- 
factory in bringing permanent relief.” Treatment must 
include attention to diet, to the mucous membrane of the 
— and to internal and external local lesions of the anal 
canal. 


Mechanical Instability of the Shoulder Joint in Relation 
to Prevention and Treatment of Painful Shoulders 


Lloyd T. Brown and John G. Kuhns state in The Journal 
of Bone and Joint Surgery for January, 1934, pp. 88-94, that 
“painful conditions about the shoulder joint are com- 
monly associated with the forward-drooped position of 
the shoulder group.” Prolonged pain is produced fol- 
lowing slight injuries and the condition is usually diag- 
nosed as_ subdeltoid bursitis, acromial or subacromial 
bursitis, neuritis, or as muscular strains or tears, the 
latter usually of the supraspinatis tendon. The injury 
usually occurs when the arm is in abduction and external 
or internal rotation. 

These authors claim that if the scapula was held in 
the correct mechanical position (the spine of the scapula 
at an acute angle with the base upward to the line of 
the spinous processes) the glenoid cavity would face 
upward, outward and slightly backward, making a definite 
shelf for the head of the humerus. With the help of the 
ligaments on the top of the capsule of the shoulder 
joint and the tendon pull of the long head of the biceps 
muscle, the head of the humerus would be forced into the 
glenoid cavity. In poor body mechanics when the shoul- 
der is drooped forward, the supporting bony shelf of the 
glenoid cavity disappears and the head of the humerus 
slips forward and downward and rotates inwardly. Thus 
the weight of the arm falls on the muscles and ligaments, 
most important of which is the supraspinatis muscle and 
tendon. This tendon forms the floor of the subacromial 
bursa. 

The authors conclude that “the correction of the 
drooped position of the body, as well as the position in 
which the shoulder is habitually used, should be an es- 
sential part of the treatment in disabling conditions about 
the shoulder.” 


Relaxation of Pelvic Joints in Pregnancy 


Daniel Abramson, Sumner M. Roberts and Philip D. 
Wilson make a preliminary report of their studies on 
pregnant women exhibiting pelvic joint relaxation, in 
Surgery, Gynecology and Obstetrics for March, 1934, pp. 
595-613. These studies are still in progress at the Boston 
Lying-in Hospital. 

The authors state that it has been known since the 
earliest times that the pubic bones separate during preg- 
nancy, but the mechanism whereby this takes place has 
not been satisfactorily explained. Some women following 
pregnancy have developed painful symptoms referable to 
pelvic joint abnormality, and the authors determined to 
make a study of obstetrical patients using the width of 
the symphysis pubis as an index of relaxation of the 
pelvic joints. 

The symphysis pubis is described as an amphiarthrosis, 
each pubic bone being covered with hyaline cartilage and 
the two separated by a disk of fibro-cartilage. The an- 
terior and arcuate ligaments are strong, while the posterior 
and superior ligaments are weak. 

Measurements of the symphysis pubis were obtained 
from x-ray pictures, it being found that the degree of 
error in making measurements on flat x-ray films as com- 
pared to direct measurements was never more than 1 milli- 
meter and therefore satisfactory for the purpose desired. 

Normal control measurements of variation of sym- 
physeal width in non-pregnant women were first obtained. 
The average width in nulliparae, uniparae and multiparae 
showed relatively little difference. The average width was 
4.6 millimeters. 
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The first group of 111 women measured during their 
last two months of pregnancy (most of whom were multi- 
parae), showed an increase of 3 millimeters over the aver- 
age of the non-pregnant. 

The second group of 25 measured in the last two 
months of pregnancy were primiparae. There was found 
to be no essential difference between primiparae and multi- 
parae with regard to symphyseal relaxation. 

In the third group of 38 individuals, an attempt was 
made to determine consecutive roentgenological measure- 
ments at different periods of pregnancy. Relaxation was 
found as early as the fourth month and continued to in- 
crease until about 2 months before delivery. From this 
time until term there was very little tendency to increased 
relaxation. Retrogression of symphyseal relaxation began 
in the first month postpartum and usually was completed 
in 3 to 5 months. 

The authors demonstrated movement in the symphysis 
by having the patient lie on her back and then while an 
assistant simultaneously pushed on one leg and pulled on 
the other made a tactile examination of the pubic bones. 


That the phenomenon of widening of the symphysis 
pubis in pregnancy is a hormonal affair rather than a re- 


‘sult of pressure forces, has been demonstrated in experi- 


mental animals, although investigators in this field have 
failed to isolate the human hormone or “relaxin” as it is 
called. The authors state that “study of the changes of 
the symphysis showed that two processes were involved 
in the ligamentous relaxation: Theelin (the follicular hor- 
mone) produced a multiplication of the connective tissue 
elements of the symphysis pubis while relaxin (the corpus 
luteum hormone) caused a shift of the ligaments and rapid 
relaxation.” 

Abnormal widening of the symphysis may be associ- 
ated with symptoms of pelvic instability. In the cases 
studied all degrees of separation were found, the extreme 
being 35 millimeters or four times the normal. Approxi- 
mately 25 per cent of the pregnant women showed abnor- 
mal widening. When accompanied by symptoms these 
usually took the form of pain referred to the symphysis, 
usually worse when beginning to move after sitting or 
lying, inability to walk normally or a sensation of snapping 
on movement of the pelvic bones. The sacro-iliac symp- 
toms were chiefly backache and pain localized over one or 
both sacro-iliac joints. 

On examination a waddling gait is noticed, there is 
localized tenderness over the symphysis, a sulcus is found 
at the symphysis, and pubic mobility may be demon- 
strated. There is tenderness on pressure over the pos- 
terior sacro-iliac ligaments and the region of the sacro- 
sciatic notch. Most of the women complaining of pain 
referred to these joints were in their last two months of 
pregnancy. In a group of 24 women with abnormal 
separation who had previously borne children, 11 had no 
symptoms. Of the remainder, seven had pain in the 
pubic region, six had sacro-iliac symptoms, and two had 
discomfort in both regions. 

The authors believe that women in the antepartum 
period complaining of symptoms in the pelvic joints 
should have treatment even though relaxation of the 
symphysis is a normal physiological process. They use 
a simple type of webbing belt which makes pressure 
only about the pelvis and affords prompt relief. 


It is stated that treatment is most urgently needed 
in the postpartum period when there is an abnormal sep- 
aration. If the patient becomes ambulatory, excessive 
mobility of the pelvic bones together with stress and 
strain as a result of the patient’s activities may interfere 
with normal retrogression and chronic relaxation may 
persist. If the condition is recognized early while the 
patient is still recumbent, ‘‘the pubic bones can be approxi- 
mated promptly and the ligaments permitted to tighten 
to the utmost while still malleable.” The authors use a 
muslin sling suspended from an overhead frame by two 
weights of approximately 20 pounds each. After two 
weeks the patient is allowed to become ambulatory but 
wears a pelvic belt until the symphysis has returned to 
normal. 


The list of references which these authors give at 
the end of their article is extensive, indicating an inten- 
sive study of the literature on the subject. Some of the 
references are to writers as far back as 1870. The article 
is well illustrated with photos, numerous x-ray plates, 
charts, diagrams and tables. 
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Spinal Curvatures—Visceral Disturbances in Relation 
Thereto 


The International Surgical Digest for December, 1933, 
Vol. 16: p. 328, contains an abstract of an article written by 
Neville T. Usher in California and Western Medicine, 38 :423- 
428 (June) 1933, in which he states that a survey of litera- 
ture [medical] does not reveal a general recognition of the 
effects on viscera of abnormalities in spinal configuration. 
Because of the intimate relationship of the viscera with the 
segmental distribution of nerves, as brought out by Pottenger, 
Usher suggests that the spinal abnormality be designated as 
the primary cause of the visceral disturbance rather than the 
complaining viscus. He goes on to say “that in certain in- 
stances an irritation is set up about the spinal nerve roots or 
sympathetic ganglia near the spine. This irritation may be 
due to a local myositis, osteoarthritis . . . bony malformation 
at the nerve canals, or possibly direct pressure on these nerves 
due to the angle of curvature. In turn, because of the intimate 
relationship of the sympathetic network with that of the 
somatic nervous system, (1) a motor reaction may occur in 
the innervated viscus, such as spasm and hypercontractility 
of the organ, or (2) a sensory reaction may occur such as 
colicky pain, sense of fulness, inability to draw a full breath, 
etc. Theoretically, both the motor and the sensory phe- 
nomenon should often be found together.” 


Current Osteopathic Literature 
Abstracted by R. E. Duffell, D.O. 


THE WESTERN OSTEOPATH, LOS ANGELES 
29: No. 8, March, 1934 


*Types of Joint Sprains and Their Treatment. 
D.O., Los Angeles—p. 7. 

Head Injuries—Diagnostically -—" Surgically 
J. Trenery, D.O., Los Angeles—p. 9. 

The Physician’s Relation to a Problems. 
D.O., Los Angeles—p. 12. 

Psoriasis. Edward E. Brostrom, D.O., 


Floyd P. St. Clair, 


Considered. Floyd 


Edward B. Jones, 
Los Angeles—p. 13. 


Types of Joint Sprains and Their Treatment.—St. 
Clair says the first reaction to joint sprains is swelling 
of which there are two types: (1) swelling due to ex- 
travasation of blood from extensive tissue tearing and 
hemorrhage into the adjacent tissues; (2) swelling of 
lymphatic origin. 

The first is evidenced by heat, redness and rapid 
swelling, acute pain on palpation and restricted move- 
ment, followed later by discoloration. 

The second or lymphatic swelling develops more 
slowly than the hemorrhagic, and it is characterized by 
the absence of heat, redness and later discoloration. The 
discomfort is both indefinite and variable and tends to 
fol'ow the outline of the joint capsule. 

The initial indication for care in the hemorrhagic 
type is immobilization. An x-ray picture will determine 
whether or not a fracture is present. If no fracture is 
found, immobilization should not be continued longer 
than three to ten days depending upon the extent and 
severity of the sprain. St. Clair states that “a soft 
collagenous fibrous tissue is formed from repair cells 
thrown out from the blood stream. If immobilization is 
longer continued, this matures into white fibrous con- 
nective or scar tissue. Mobilization at this earlier stage 
of repair stimulates circulation and drainage which pre- 
vents further precipitation of fibrin . ” Mobilization 
should be gentle, but increased in force and range as 
bearable pain will permit. 

Contrary to the vascular type of sprain, the lymphatic 
type requires immediate mobilization. Early intermittent 
applications of ice packs will relieve pain, and if the 
swelling is extensive, some support may be necessary 
but it should be so applied that major movements and 
drainage are interfered with as little as possible. The 
main force in lymph flow in joints is muscular movement. 
By manipulating the joints drainage is established. 

Reactions to trauma out of all proportion to the in- 
jury sustained suggest a toxic background. When sprains 
do not respond to treatment, or exhibit exaggerated 
reactions to usual methods of treatment, it will probably 
be found that there is a focus of infection somewhere 
in the body. This must be eliminated before proper treat- 
ment will be effective. 
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THE COLLEGE JOURNAL, KANSAS CITY COL- 
LEGE OF OSTEOPATHY AND SURGERY 
18:65-96 (Mar.) 1934 


What of Osteopathy ?—p. 68. 

Five Year .Course—p. 71. 

Osteopathic Examination in Reeitenaet Injuries (From the Col- 
lege Journal of February, 1923)—p. 73 

Washing the Hands. George J. Conley, D. O., Kansas City, Mo., 
(From the August, 1923, College Journal)—p. 77. 

Pregnancy From the Gynecological Aspect. 


.. Kansas City, Mo.—p. 81. 
s Case for Enucleation. <A. B. Crites, D.O., Kansas City, Mo.— 
J. L. Jones, D.O., 


Mamie Johnston, 


Therapeutics (The Art or Science of Healing). 
Kansas City, Mo.—p. 83. 


- Early Reminiscences. George J. Conley, D.O., Kansas City, 
Mo.—p. 86. 
Pediatrics. Annie G. Hedges, D.O., Kansas City, Mo.—p. 90. 


Pregnancy From the Gynecological Aspect.—Gyn- 
ecology and obstetrics are closely related subjects. The 
efficient obstetrician should have a generous knowledge 
of the former. During the antepartum period the pres- 
ence of a chronic discharge should have the attention of 
the gynecologist. Malposition of the uterus may cause 
prolonged morning sickness. Structural defects and ab- 
normalities are easily detected by an osteopathic gynecol- 
ogist. A knowledge of the past gynecological history 
of a patient is valuable to an obstetrician. 

During delivery the patient should be protected 
against traumatism to the soft parts. An over anxious 
obstetrician who interferes with the normal processes 
of nature usually does more harm than good. Such 
gynecological conditions as prolapse, chronic pelvic con- 
gestion, the large boggy subinvoluted uterus and other 
conditions, can often be prevented by the repair of all 
lacerations at the time of delivery. The abdominal binder 
and pad will assist the abdominal muscles, after pro- 
longed labor, until their tone has been reéstablished. The 
ten-day bed confinement should be insisted upon. 


The postpartum care should include a thorough ex- 
amination of the bony pelvis and soft parts for lesions, 
which if promptly corrected, will prevent future trouble. 


“The codrdination of the gynecologist and the ob- 
stetrician, each understanding the close interrelationship 
of the two fields will result in untold benefit to the pa- 
tient.” 


THE JOURNAL OF OSTEOPATHY, KIRKSVILLE 
41: 109-146 (Mar.), 1934 
*Fire Burns of Face and Eyes. <A. C. Hardy, D.O., Kirksville, 


Mo.—p. 110. 
Learning from Adversity. R. C. Hart, D.O., Chattanooga, Tenn. 
112. 


Mercen C. Hurd, D.O., 


“Life is Short and the Art is Long.” 
Flint, Mich.—p. 
Sacro-lliac. 
Cardiac Affections. 
118. 
Thermogenic Treatment Case Reports. 


Kirksville, Mo.—p. 120 

Arthritis—A Successful Wilborn J. Deason, M.S., 
D.O., Wichita, Kan.—p. 123 

Arthritis. H. K. Whitaker, D.O., Miami, Fla.—p. 124. 

The Interpretation of Neurological Symptoms. Leon E. Page, 
D.O., Chicago—p. 125. 


Fire Burns of Face and Eyes.—The eyes are delicate 
structures and when burned together with the face as a 
result of explosions, from gas burners or oil or gasoline 
poured on fires, present unusual difficulties in treatment. 
The skin is extremely painful, there is swelling and 
spasm of the eyelids. Exposure to air and light increases 
the pain and spasm. Lacrimation is extensive. Exam- 
ination is difficult but must be done to determine the 
extent of damage and to cleanse the eyes. Two per cent 
solution of fluorescein will stain the burned epithelium 
of the cornea green and thus a better diagnosis of the 
extent of injury can be obtained. Ocular therapeutics 
include several points: (1) Protection from light. Keep 
the patient in a dark room. (2) There should be a 
thorough cleansing of the eye with boric acid or saline 
solutions. Frequent irrigations are necessary to wash 
away accumulated debris. (3) The eye should receive 
constant antisepsis. This is accomplished by the instal- 
lation of mercuric oxide ointment between the eyeball 
and lids. (4) The pupil should be controlled by the use 
of atropin to reduce pain, promote healing and prevent 
iritis. (5) A protective layer of sterile vaseline or bland 


F. P. Millard, D.O., Toronto, Ont—p. 116. 
Arthur D. Becker, D.O., Kirksville, Mo.—p. 


Gilbert H. Kroeger, B.S., 


oil should be maintained in the eye to ease pain and 
prevent adhesions. 
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Book Notices 


THE PRACTITIONERS LIBRARY OF MEDICINE AND 
SURGERY. Edited by George Blumer, M.D., and fourteen associate 
editors. To be complete in twelve volumes and supplement index. 
Price $10.00 a volume, sold as a set. Six volumes now issued in 
buckram binding, averaging 1150 pages to a volume. Liberally and 
well illustrated. D. Appleton-Century Company, Inc., 35 W. 32nd St., 
New York City, 1932. 

On rare occasions a set of volumes of medical refer- 

ence are offered for review in these columns of a nature 
to demand more than casual mention and short descrip- 
tion. Six of the proposed twelve volumes of The Prac- 
titioners Library of Medicine and Surgery, recently pub- 
lished, are at hand for review. 
_ It is quite customary to say that a given medical text 
is particularly designed for and useful to the general 
practitioner. At least that statement may be made without 
apology about the present volumes. A large number of 
authors have collaborated under the supervising editorship 
of George Blumer, David P. Smith Clinical Professor of 
Medicine of Yale University School of Medicine. 


Volume I of the work is entitled Anatomy and Physi- 
ology; Volume II, the Technic of Clinical Medicine; Vol- 
ume III, Practice and Medicine; Volume IV, Nontraumatic 
Surgery; Volume V, Traumatic Surgery; Volume VI, 
Obstetrics and Gynecology. 

We shall discuss the various volumes in the order 
named. 

Volume I—ANaATOMY AND PHySIOLOGY. This is a more 
than ordinarily successful attempt to correlate in every chapter 
the structure and function of the various anatomical parts of 
the body. Malformations and deviations from the normal are 
explained in the light of their embryological origin, a feature 
all too frequently neglected in the formal teaching of anatomy 
in years gone by. So-called applied anatomy makes a 
good background for certain of the volumes which follow. 
Many pages are devoted to the relation of constitution to 
disease, an interesting and useful subject not generally dis- 
cussed in such works. In fact, few texts for the teaching 
of physiology go into such definite and all-inclusive discus- 
sion of the various functional capacities of the body’s 
anatomy as does this book. Throughout the whole work 
the pathology of function as well as the pathology of for- 
mation is made a part of the discussion. 

The volume is a text of nearly 1300 pages. Even un- 
associated with its companion volumes, discussion of such 
useful topics as shock, teeth in relation to disease, a general 
discussion of tumor formation, a discussion of growth and 
repair, infection and immunity, the heat regulation in the 
body, the modern story of the physiology of the endocrines, 
the pathology and the physiology of blood formation, are 
discussed in a manner best calculated to explain the action of 
the body in health and disease. While the illustrations are 
quite uniformly credited to previous textbooks, they comprise 
an excellent selection and supplement the text admirably. 


Volume II—THE TECHNIC OF CLINICAL MEDICINE. This vol- 
ume of 985 pages goes in detail into the technic of modern 
diagnosis, beginning with a dissertation upon history-taking 
and the technic of diagnosis, by George Blumer, Supervising 
Editor, and continuing with a discussion of physical diagnosis 
by John T. King, Jr., and others. This volume leaves little 
to the imagination or the inventive genius in diagnostic 
procedures of the individual physician. Not only are diagnostic 
measures and their significance discussed, but the history and 
significance of each procedure necessary to justify its use are 
delineated. About 160 pages are devoted to a discussion of 
the blood alone and no routine laboratory procedure and very 
few, if any, of the unusual ones are neglected. While the 
inability of the general practitioner to make many of the more 
specialized tests on account of lack of time or technical in- 
formation is taken into consideration, cognizance is taken of 
the fact that a clinician finds himself under the necessity of 
making at least the preliminary studies necessary to gain 
essential information of a pathological nature. The subjects 
and the technic of diagnostic pathological examination in- 
cludes, for example, a comparatively detailed technic of biopsy 
diagnosis, of postmortem studies, etc. The technic of bacterio- 
logical and immunological examinations is entered into in 
great detail and offers about 80 pages of the latest laboratory 
procedures, followed by about 60 pages upon the diagnosis of 
the various acute infectious diseases. 

Following these discussions, the book completes the study 
of the whole picture of diagnosis, including the diagnosis 
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incident to most specialty practice. A general practitioner, 
having familiarized himself with the discussion of the various 
conditions ordinarily referred to the specialist, will find him- 
self at no disadvantage in discussing his case with the spe- 
cialist or in understanding the specialist’s explanation. One 
cannot help being struck by the increasing importance which 
modern diagnosticians place upon the taking of a meticulous 
and detailed history of each case. The old attitude, that the 
patient’s complaint and story of his own case was always to 
be ignored because it was never correct, has met a distinct 
setback and the text under discussion devotes page after 
page to the importance of certain points in the history of the 
case which must be taken into consideration in arriving 
ultimately at diagnosis of the more obscure cases. Recent 
studies of large numbers of cases have tended to indicate that 
in individual illnesses, history repeats itself not once but in a 
tremendous majority of cases. 


Volume III—prAcTICE OF MEDICINE. This volume of the 
Practitioners Library is well done. It covers the subject 
and brings up to date the description of disease as it 
presents itself in day-by-day practice. While most of 
the material is well presented, the symptomatology and 
diagnosis sections receive the lion’s share of attention. 
Following the fashion of modern works on practice 
presented by the allopaths, there is a minimum of space 
devoted to therapeutics. 


One cannot but wonder if the author of the preface 
realized or intended all he said in his third sentence, 
“There has been an attempt where possible to emphasize 
the relation of trauma to internal disease, a field which 
has been brought into the limelight by workmen’s com- 
pensation laws.” 


He says too: “The reader will perhaps find that the 
emphasis on various diseases is not exactly that to which 
he is accustomed.” Long sections on allergy, and more 
than the usual space to diabetes mellitus, alcoholism, mor- 
phinism, cocaine addiction, lead and other industrial poi- 
sonings, are illustrations of a new type of emphasis. 


This volume contains 1,400 pages full of information 
intended for the general practitioner. No wonder there 
is a growing list of specialists in small fields of practice. 
Only a very brave physician would attempt to embrace 
all the knowledge in this one volume. 


The authors say serum treatment of whooping cough 
hasn’t proved its efficacy, that the death rate in lobar 
pneumonia is 30 per cent in hospital practice and 20 per 
cent in private practice, that cardiac failure in pneumonia 
is less common than was supposed; that diagnosis of 
“athlete’s heart” should be studiously avoided because of 
its rarity; that the sufferers from pernicious anemia, once 
relieved, should continue for the remainder of life on liver, 
liver extract or stomach extract; that diphtheria rarely 
produces chronic heart disease, and that patients develop- 
ing acute symptoms of heart embarrassment in diphtheria 
rarely survive. 

In future issues we shall discuss succeeding volumes of 
“The Practitioners Library.” 

R. C. Me. 


_. MEDICAL CLINICS OF NORTH AMERICA. (Issued se- 
rially, one number every other month) Vol. 17, No. 4 (January, 1934, 
Cleveland Clinic Number). Pp. 887-1140, with 53 illustrations. Price 
$16.00 a year. W. B. Saunders Company, West Washington Square, 
Philadelphia, 1934. 


As the name might indicate, this book is made entirely 
of contributions from members of the Cleveland clinic. 
Anemia, rheumatoid arthritis, chronic atrophic arthritis 
and hyperthyroidism were among the subjects, as well as 
hyperinsulinism, diabetes, digestive disturbances in asthenic 
patients, and chronic ulcerated colitis. 


DIE KRISE DER MEDIZIN: LEHRBUCH DER KONSTI- 
TUTIONS THERAPIE (The Crisis in Medicine: A text_of Con- 
stitutional Therapy) By Bernhard Aschner. Paper. Pp. 563. 
Hippokrates-Verlag, G. M. B. H., Stuttgart, Leipsig, Germany, 1932. 


This is an extended edition of a work, quotations 
from the first edition of which were used in a series of 
articles, “Treating the Patient or Treating the Disease,” in 
THE JourNAL AMERICAN OSTEOPATHIC ASSOCIATION for 
August and September, 1930. 

The author not only gives us a text on constitutional 
therapy, but also a well formulated history of the science 
and practice of medicine. He groups diagnosis and 
treatment phases and classifies pathology by tissues, 
organs and systems, listing modes of treatment for each 
pathology. 
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There are discussions of the various schools of prac- 
tice—those that have come and gone and those still active 
today. Osteopathy is given but brief mention, perhaps 
because of the fact that there are no osteopathic physi- 
cians practicing in Germany. There is mention of the 
rapid gains in numbers of those practicing osteopathy in 
England and America. He shows very limited knowledge 
of osteopathy, but believes that claims made for its efh- 
cacy are not wholly unfounded. 


As a companion to this text comes a handbook, “Med- 
ication and Prescriptions for Constitutional Therapy”. 
In this, diseases and modes of treatment are classified 
as in the principal text, and a long list of prescriptions are 
listed, including not only drug measures, but also folk 
medicines, bloodletting, etc. It also lists such prescrip- 
tions under groups as depressants, anodynes, irritants, etc. 
The two books contain a fund of general information for 
all interested in the healing art. 

Martin C. BEILKE. 


NEUROANATOMY. A Guide for the Study of the Form and In- 
ternal Structure of the Brain and Spinal Cord. By J. H. Globus, B.S., 
M.D. Sixth Edition. Cloth. Pp. 240. Price, $3.50. William Wood and 
Company, Baltimore, Md., 1934. 


Perhaps all in all the subjects which go to make up 
the full study of human anatomy, the most difficult of 
mastery is that of neuroanatomy. Description is diffi- 
cult, since dissection is tedious and frequently unsatis- 
factory. 

This text is essentially one for the student. Specific 
directions for the technic of dissection of the brain and 
the cord and a careful description and cataloging of the 
important parts to be recognized, make up the first 122 
pages of the book which are liberally illustrated in black 
and white. The last half of the book consists of plates 
illustrative of the gross and microscopic anatomy of the 
brain and spinal cord. 


This book is of particular use to the student either 
for undergraduate or graduate study. 


R. C. Mec. 
ALCOHOL: ITS EFFECTS ON MAN. B ven aneem, 
M.D. Cloth. Pp. 114. Price, $1.00. D. Appleton- toe Ca, 3 W. 


32nd St., New York City, 1934. 


“Alcohol and Man” by the same author was published 
by the Macmillan Company in 1932. It was reviewed in 
THE JourNaL for February, 1933, and is an excellent work 
for the information of the profession. This latter publica- 
tion is intended to be used as a teaching text by public 
school teachers and fills that field admirably. The author 
says that all but two states require the teaching, in all 
schools, of the effects of alcohol and other narcotics. It 
is written in an effort to take the discussion of the im- 
portant subject out of the realm of conjecture and per- 
sonal opinion and as far as possible into the field of 
exact science. Scientific studies have been used as a 
basis for all statements and modern pharmacological 
studies have enabled the authors to discard many of the 
old unprovable statements so often heard in discussions 
of the subject. All of which does not mean that the 
book holds any brief favorable to the use of alcohol as 
a beverage. The text may be recommended for laymen 
and for students in secondary schools and colleges. 


PREPARATION FOR MARRIAGE. Edited by Kenneth M. Walker. 
Introduction by Logan Clendening. Cloth. Pp. 175. Price, . W. W. 
Norton & Co., Inc., 70 Fifth Ave., New York City, 1933. 


A symposium by competent persons who have con- 
tributed individual chapters, though it is not shown which 
writer provided which chapter. A dependable and straight- 
forward discussion of preparation for marriage, court- 
ship, physiology of sex relations, adjustments in mar- 
riage relationships, parenthood, fertility and sterility, birth 
control, etc. It even contains a special chapter for ad- 
visers in this field. 


THE COMMON CAUSES OF CHRONIC INDIGESTION: DIF- 
FERENTIAL DIAGNOSIS AND TREATMENT. By Thomas C. Hunt. 
Cloth. Pp. 341. Price, $3.50. William Wood & Company, Mt. Royal 
and Guilford Aves., Baltimore, 1933. 


This is a practical outline of the common causes of 
chronic indigestion, including such causes as chronic 


peptic ulcer, chronic gastritis, carcinoma of the stomach, 
achlorhydria, flatulence, gall-bladder indigestion, chronic 
appendicitis, 


functional disorders of the colon, diverti- 
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culitis, nervous indigestion, causes found in the cardio- 
vascular system, alcohol, and old age. Under each topic 
are given diagnosis, differential diagnosis, and treatment. 
The recent literature is considered and there are chapters 
on Jaboratory methods and history taking. Illustrations 
and bibliography are good. 


COLDS AND HAY FEVER. By Frank Coke, F.R.C.S. Cloth. Pp. 
148. Price, $2.00. & Company, Mt. Royal and Guilford 
Aves., Baltimore, Md., 

This is an interesting little book which the author 
is careful to explain, contains many theories which can 
be proved true or untrue, if one has the necessary ap- 
paratus and other facilities—which he does not have. He 
says: “If one allows oneself a little latitude, it is sur- 
prisingly easy to find theories to explain these things, and 
I think such theorising should be encouraged. Even if 
proved to be faulty, advance is made by the improved 
theories which supplant them.” 

The book is really about sneezing. The author says 
that if the skin of a hay fever patient be scratched and 
pollen applied to the abrasion, a large wheal comes up, 
no matter on what part of the body the scratch is made. 
“If hay fever is so clearly a generalized sensitization of 
the whole body with the nose only as a secondary con- 
sideration,” he asks, “what are we to think about the 
common cold?” What would happen if, in studying the 
transmission of colds, infective material were injected 
into the thigh instead of being painted on the nasal 
mucous membrane? 

He believes that the contagious cold in human beings 
is caused by a filtrable agent and that the chance of catch- 
ing cold from another person can be reduced mathematic- 
ally in proportion to the distance from the sneezer. He 
is skeptical as to the efficacy of cold vaccines as a pro- 
phylactic. He believes that biochemic changes in the 
blood will eventually be discovered, proving that much 
of the pathology of hay fever, paroxysmal rhinitis and 
chronic nasal catarrh are the same. 


THE HUMAN BODY AND ITS FUNCTIONS. 7 C Best and 
N. B. Taylor. Cloth. Pp. 417. Price, $4.00. Henry Holt & aS 1 
Park avenue, New York City, 1933. 


This is the American edition of the Canadian book so 
favorably reviewed in this JourNAL for July, 1933. Its 
authors are both physiologists of note, one of them per- 
haps best known as a collaborator with Banting in the 
experiments that led to the discovery of insulin. The 
book is based on a course of lectures in elementary 
physiology given to public health nurses, hospital instruc- 
tors, and others at the University of Toronto. It covers 
a wide field of physiology in such fashion that the aver- 
age high school junior or senior, and certainly the college 
student, can learn much from it. Any student contemplat- 
ing the study of osteopathy can well be advised to read 
this book. 


GLEANINGS OF LOW VOLTAGE TECHNIC. By George A. Rem- 
ington, M.D. Paper. Pp. 122. Price, $1.00. Privately published, 1932. 


This book is for sale by the McIntosh Electrical Cor- 
poration. After a brief discussion of galvanism, medical 
ionization, tests, electrodes, etc., including descriptions of 
some of the McIntosh machines and their work, there are 
given. about seventy-seven pages of a “Manual of Tech- 
nic” in which many conditions for which low voltage 
technic is recommended are alphabetically arranged from 
achondroplasia to wrist drop. 


EXERCISE AND ITS PHYSIOLOGY. By Adrian Gordon 
Gould, M.D., Assistant. Medical Adviser and Assistant Professor of 
at iene in Cornell University, and Joseph A. Dye, Ph.D., Assistant 

ofessor of Physiology in Cornell University. uckram.. Pp. 
Price $3.00. A. S. Barnes and Co., New York, 1932. 


The physician a few years out of school is quite apt 
to keep up well on his diagnosis and therapeutics. He is 
often surprised to find himself brought up short by lack 
of information in the newest studies with respect to the 
physiology of the human body. Medical publications to 
which most physicians have access often neglect the field 
of publication of studies of physiology. Perhaps osteo- 
pathic publications have been as guilty of this fault as any 
others. There is now under way, however, in many 
laboratories in the country a continual and increasing 
volume of the study of the physiology of the human 
body. The volume of such study is illustrated by the 
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fact that the authors of this work, “Exercise and Its 
Physiology,” can find material to fill interestingly and 
profitably more than 400 pages of solid type and a few 
illustrations upon the one limited field of exercise. 


While the book is written as a textbook for students 
of physical education and a reference book for advanced 
students and teachers of physiology, the authors also sug- 
gest it as suitable for the “leisure” reading of physicians. 
We believe that most physicians will find it anything but 
a book for leisurely reading since it is packed full of facts 
of a useful nature many of which have been definitely 
elucidated only in the last very few years. 


Descriptions of studies in traction of skeletal muscles, 
fatigue, and fatigue recovery, the effect of exercise upon 
respiration in the broader sense of the term, the physi- 
ology of oxidation and of circulation as they are affected 
by exercise, are all discussed, some of them in terms abso- 
lutely foreign to students of physiology who graduated as 
much as ten years ago. Since the nomenclature of these 
studies is certain to be the vocabulary of the literature 
in the immediately succeeding years, at least a reading 
knowledge of physiology as set forth in this book is a 
necessity for every progressive physician. 


THE ADOLESCENT BOY. By Winifred V. Richmond, Ph.D. 
"ng + 233. Price, $2.50. Farrar & Rinehart, Inc., New York 
ity, 


Dr. Richmond has had fifteen years’ teaching expe- 
rience, of which at least twelve were spent with adoles- 
cents and fifteen years of clinical and psychiatric work 
in which the adolescent of both sexes has loomed large. 
She has written an earlier book on the adolescent girl. 


She gives a brief sketch of the status of the ado- 
lescent boy among primitive peoples and in the Greek, 
Roman and medieval civilizations. She believes the 
growing instability and restlessness of the adolescent boy 
are the normal outgrowth of the physiological changes 
going on. She shows the impossibility of drawing a hard 
and fast line between normal and abnormal human be- 
havior. Dr. Richmond feels that the important factor in 
the boy’s life is his home and to that she traces most of 
the emotional conflicts and maladjustments of later life. 
Her attitude toward the whole field of adolescent prob- 
lenis is essentially optimistic. 


NEUROPATHOLOGY: The Anatomical Foundation of Nervous 

Diseases. By Walter Freeman, M.D., Ph.D., D.N.B., F.A.C.P. Cloth. 
q 349, with illustrations. Price, $5.00. W. B. Saunders Company, 
est Washington Square, Philadelphia, 1933. 


This is an excellent and much needed text. It is con- 
cise, readable, well illustrated, and understandable to the 
medical student. The greater space is given to common 
lesions and the discussion of tumors in line with modern 
knowledge. 


ELECTROSURGERY., By Howard A. Kelly, M.D., LL.D., 
F.A.C.S., Baltimore, and Grant E. Ward, M.D., F.A.C.S., Baltimore. 
Cloth. Pp, 305, with 382 illustrations by William P. Didusch and 
others. Price, $7.00. W. B. Saunders Co., West Washington Square, 
Philadelphia, 1932. 


This is the most complete manual in print covering 
the use of electrosurgery in the various regions. It de- 
scribes the various operations with electrodesiccation, 
electrocoagulation and “acusection” or cutting. It takes up 
also the preparation of the patient, the anesthesia and the 
postoperative care. The book is in the nature of a 
regional operative surgery, taking up the skin, oral cavity, 
otolaryngology, thyroid, thorax, breast, abdomen, gynecol- 
ogy, urology, proctology and the central nervous system. 
The authors believe that electrosurgery will, to a large 
extent, replace scalpel, ligature, and hand contacts with 
wounds, as well as increasing the field of conditions which 
can be operated on. 


CLINICAL ASPECTS OF THE ELECTROCARDIOGRAM: 
Including the Cardiac Arrhythmias. By Harold E. B. Pardee, M.D. 
Cloth. » 295, with 74 illustrations. Third Edition. Price, $5.50. 
Paul B. Hoeber, Inc., 76 Fifth Ave., New York City, 1933. 


This is a standard text between the elementary and 
the advanced books on the subject. It is a practical work 
largely rewritten in this third edition, which follows the 
second by five years. 
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THE THINKING MACHINE. By C. Judson Herrick. Cloth. 
Pp. 374. Second Edition. Price, $3.00. The University of Chicago 
Press, 58th St. and Ellis Ave., Chicago, 1932. 


The thinking machine is man who, to the author, is 
distinguished from other animals by an ability to think. 
He reviews the extent of biological knowledge of the 
mechanism of the human body, especially the thinking 
process. “Hard thinking is real work,” he says, “which takes 
bodily energy and leaves the body tired. A thought is 
a manufactured process. The energy and the raw 
material are all taken from outside the mechanism.” 


HOW TO STAY YOUNG. By Robert Hugh Rose, A.B., M.D. 
Cloth. Pp. 195. Price, $1.50. Funk & Wagnalls Co., 360 Fourth 
Ave., New York City, 1933. 


Dr. Rose believes that the prime of life should be 
about the age of seventy and that we can just as well live 
to be ninety or one hundred. Though in general his advice 
is good and could be followed to advantage, he is too 
confident of the remarkable results to be secured from 
proper dietary and other health habits. All disease is 
preventable, he says, and even the common cold must go. 
He would fight the cold by finding in each individual case 
what medicine is best to overcome it and by taking that 
medicine freely when the first symptom manifests itself. 
— also play quite a part in his scheme of war on 
colds. 


THE MECHANISM OF NERVOUS ACTION: Electrical 
Studies of the Neurone. By E. D. Adrian, M.D., D.Sc., F.R.S., 
F.R.C.P. Cloth. Pp. 103. Price $2.00. University of Pennsylvania 
Press, 3622 Locust St., Philadelphia, 1932. 


This highly technical study by an outstanding author- 
ity will be of interest to physiologists and other students 
of the nervous system and its action. An electrical change 
always occurs when there is nervous communication, in 
the opinion of Adrian, and that change gives a faithful 
record of the way in which the nerve fiber does its work. 
He holds that a sensory message consists merely of a 
series of brief impulses or waves of activity. He believes 
that nerve fibers which carry the pain sensation belong to 
no one distinct group, although the sensations carried by 
nerve fibers of a given type come closer to pure pain than 
those carried by others. 


Conventions and Meetings 


Announcements 

American College of Osteopathic Surgeons, Des 
Moines, October, 1934. 

American Osteopathic Association, Thirty-eighth an- 
nual convention, Wichita, Kan., week of July 23, 1934. 

American Osteopathic Society of Ophthalmology and 
Otolaryngology, Wichita, Kan., July 19, 20, 21, 1934. 

Arizona state convention, Phoenix, May, 1934. 

Arkansas state convention, Little Rock, May 26, 1934. 

California state convention, Long Beach, June, 1934. 

Florida state convention, Gainesville, May 3 and 4, 
1934 

Idaho state convention, Pocatello, 1934. 

Illinois state convention, Ottawa, May 3 and 4, 1934. 

Indiana state convention, French Lick, October 10 
and 11, 1934. 

International Society of Ophthalmology and Oto- 
laryngology, Wichita, Kan., July 18, 1934. 

lowa state convention, Des Moines, May 3 and 4, 
1934. 

Kansas state convention, Manhattan, October, 1934. 

Michigan state convention, Detroit, 1934. 

Minnesota state convention, Minneapolis, May 4 and 5, 
1934. 

Missouri state convention, Kansas City, October, 1934. 

Montana state convention, Great Falls, September 3, 
4, 5, 1934. 

Nebraska state convention, Columbus, September 24, 
25, 26, 1934. 

New England Osteopathic Association convention, 
Cambridge, Mass., May 11 and 12, 1934. 

New York state convention, Rochester, October 13 
and 14, 1934. 
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North Carolina state convention, Durham, May, 1934. 
Ohio state convention, Columbus, May 13, 14, 15, 1934. 
Oklahoma state convention, Seminole, April 19 and 
20, 1934. 
Pennsylvania state convention, Philadelphia, May 10, 
11, 12, 1934. 
South Carolina state convention, May, 1934. 
South Dakota state convention, Sioux Falls, 1934. 
Tennessee state convention, Nashville, 1934. 
Texas state convention, Fort Worth, May, 1934. 
Vermont state convention, Randolph, September, 1934. 
Virginia state convention, Richmond, May 5, 1934. 
Wisconsin state convention, Manitowoc, May 4 and 
5, 1934. 


CALIFORNIA 


Fresno County Osteopathic Association 
Organization of the Fresno County Osteopathic As- 
sociation took place February 10 at Fresno. F. E. Mac- 
Cracken, Fresno, was elected president and L. N. Pearson, 
Fresno, secretary-treasurer. Edward T. Abbott, Los An- 
geles, was the principal speaker. His subject was “Osteo- 
pathic Surgery.” 


Holiywood Osteopathic Luncheon Club 

Bernard Kavanaugh, Los Angeles, addressed a meeting 
of the club February 6 and Burton Edmiston, Los Ange- 
les, spoke at the March 6 meeting. C. J. Gaddis, Beverly 
Hills, reports that Elmer S. Clark, Long Beach, was 
scheduled to speak March 13 on the subject of ‘ ‘Collec- 
tions’; Horace A. Bashor, Los Angeles, March 21 on 
“Management of Acute Infectious Diseases” and Otto T. 
Grua, Los Angeles, March 28, on “Toxic Poisoning.” 


Long Beach Osteopathic Society 
A meeting of the society was held January 30. C. J. 
Gaddis, Beverly Hills, spoke on “Easy Methods of Cor- 
recting Body Mechanics.” 


Los Angeles Osteopathic Society 
At a meeting of the society March 12, Walter Good- 
fellow, Hollywood, was scheduled to speak on “Diagnosis 
and Treatment of Nasal Accessory Sinuses for the Gen- 
eral Practitioner” and F. S. Chambers, Los Angeles, on 
““Mastoiditis.” 


Oakland Osteopathic Physicians and Surgeons’ Club 

The new officers of the club as reported by Edward 
I. Kushner are: President, Harold R. Palmer; vice presi- 
dent, Douglas H. Wells; secretary, Gertrude Smith; trus- 
tees, Charles E. Peirce ‘and Clara M. Miller. 


San Joaquin Valley Osteopathic Association 
A meeting of the association was held February 24 
at Bakersfield. Wayne Dooley, Los Angeles, gave the 
principal address. 


Tri-County Osteopathic Society 
A meeting of the society was held March 10 at 
Santa Barbara. Edward E. Brostrom, Los Angeles, spoke 
on “Skin Diseases.” 


COLORADO 


State Society 
A meeting of the Colorado Osteopathic Association 
was held February 17 at Longmont. The topics discussed 
during ~~ session included talks on “Pelvic Infection” 
given by H. E. Lamb, Denver; “High Blood Pressure” 
by R. R. Daniels, Denver; and “Injuries to the Arms and 
Shoulders” by U.S. G. Bowersox, Longmont. 


CONNECTICUT 


Connecticut Valley Osteopathic Association 
(See Massachusetts.) 


FLORIDA 


Duval County Osteopathic Society 


Avis Martin Withers, Jacksonville, reports that a 
meeting of the society was held March 3 and 4 at Jack- 
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sonville. S. L. Gants, Providence, R. IL, and Frank C. 
Nelson, Malden, Mass., talked on and demonstrated spe- 
cific technic for the legs and feet. 


IDAHO 
Boise Valley Osteopathic Society 


F. H. Thurston, Boise, reports that a meeting of the 
society was held March 15 at Caldwell. C. R. Whitten- 
berger, Caldwell, discussed the first four cranial nerves. 
Robert E. Cochran, Boise, discussed the fifth cranial 
nerve. The state association will be represented at the 
national convention by F. H. Thurston and L. D. Ander- 
son, both of Boise. 


ILLINOIS 
Chicago Osteopathic Society 


A meeting of the society was held March 1. George 
J. Conley, Kansas City, Mo., was the principal speaker. 
He spoke on “Goiter.” 


Third District Osteopathic Association 


A meeting of the association was held March 10 at 
Galesburg. J. A. Carter, Ottawa, reported on plans for 
the state convention at Ottawa, May 2, 3 and 4 and 
invited all members to inspect the new hospital there. 
C. Fred Peckham, of the faculty of the Chicago College 
of Osteopathy, addressed the meeting on “Spinal Reflexes 
and Acute Febrile Diseases and Related Osteopathic 
Technic for Their Correction.” 


South Side (Chicago) Osteopathic Physicians’ Society 


Weekly luncheon meetings of the society are held 
on Thursday. Among the talks given since the beginning 
of the new year have been the following: “Colonic Irri- 
gation” by Samuel H. Fink; “Practical Office Psychology” 
by H. C. Sands; “Jaundice” by Albert Tannenbaum, M.D. 


West Suburban Osteopathic Society 


The February dinner-meeting was held on the 17th 
at Oak Park. Henry F. Kallenberg, M.D., River Forest, 
gave an address on “The Relation of Exercise to Physical 
Rehabilitation.” The society was invited to attend the 
Chicago City Association meeting on March 1 to hear 
George J. Conley, Kansas City, Mo. The March meeting 
was held with the Drs. Bradley at Elmhurst. Anna Mary 
Mills, Chicago, spoke on “The Value of Analytical Psy- 
chology.” 


INDIANA 
St. Joseph Valley Osteopathic Association 


A meeting of the association took place February 21 
at South Bend. L. B. Ramsdell, La Porte, presented a 
> ang on “The Moulding of Public Opinion to Osteop- 
athy 


IOWA 
Dallas County Osteopathic Society 


The officers were reported in the February JourNAL. 
Committee chairmen have been appointed as follows: In- 
dustrial and institutional service, Laura Miller, Adel; 
clinics, Grace Nazarene, Dallas Center; publicity, D. E. 
Hannan, Perry; convention delegates, Dr. Hannan and Dr. 
Nazarene; professional development, John Royer, Wood- 
ward; displays at fairs, Dr. Nazarene. 


Third (Southeastern) District Iowa Osteopathic 
Association 


The February meeting was held in Waypello. A. W. 
Clow, Washington, discussed legislation. F. A. Gordon, 
Marshalltown, and J. S. Baughman, Burlington, spoke on 
“Obstetrics,” 


Sixth District Osteopathic Association 


Members of the executive board of the association 
met February 25 at Adel and elected Mary Golden, Des 
Moines, as trustee to take the place of C. M. Proctor, 
Ames, who died February 3. 
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KANSAS 

Arkansas Valley Society of Osteopathic Physicians and 
Surgeons 


A meeting of the society was held February 22 at 
the Gleason Hospital in Larned. 


Central Kansas Society of Osteopathic Physicians and 
Surgeons 
A meeting of the society was held February 19 at 
Herington. Carl R. Lambert, Wichita, gave the principal 
address. The schedule of fees suggested by the FERA 
was adopted. 


Eastern Kansas Association of Osteopathic Physicians 
and Surgeons 

A meeting of the association was held February 12 
at Ottawa. An FERA code was prepared and Ira F. 
Kerwood, Iola, placed in charge of working out the pro- 
gram. 

Officers were elected at this meeting as follows: 
President, David L. Young, Baldwin; vice president, Joe 
T. Thornburg, Garnett; secretary-treasurer, H. E. Eustace, 
Lawrence. 

The March meeting of the association was held on 
the 8th. Dr. Kerwood was scheduled to speak on 
“Mono-Fruit Diet in Cancer.” 


Topeka Osteopathic Association 
A meeting of the association was held March 9 at 
Topeka. D. A. Bragg, Topeka, gave a talk on “Acidosis.” 


Verdigris Valley Osteopathic Association 
A meeting of the association was held March 8 at 
Coffeyville. C. D. Heasley, Tulsa, Okla., gave a talk on 
the “Acute Abdomen.” 


Wichita Osteopathic Society 

On December 6, 1933, the following officers and 
committee chairmen of the Wichita Osteopathic Society 
were elected: President, C. E. Willis; vice president, E. M. 
Burkhardt; secretary-treasurer, C. R. Lambert; member- 
ship, John W. Willis; professional education, Frederick 
J. Cohen; hospitals, Q. W. Wilson; ethics, L. S. Adams; 
student recruiting, E. N. Rhoads; public health and edu- 
cation, H. C. Wallace; industrial and institutional service, 
S. H. Nolen; clinics, P. S. Schabinger; publicity, J. W. 
Deason; statistics, E. M. Burkhardt; convention program, 
Dr. Schabinger; legislation, Dr. Wallace. 


MAINE 
Central Maine Osteopathic Group 

Olga H. Gross, Pittsfield, reports that the March 
meeting was held on the 4th at Waterville. Dr. Gross 
presented a paper on “Food and Drug Adulteration.” 

The names of the officers elected at the January 
meeting were published in the March JourNAL. Committee 
chairmen were appointed as follows: Membership, Wil- 
liam H. Sherman, Augusta; professional education, Leda 
R. Whitney, Madison; P. J. Gephart, Waterville; ethics, 
F. B. Sowden, Gardiner; clinics, Dr. Gephart; publicity, 
Dr. Gross. 


MASSACHUSETTS 


Connecticut Valley Osteopathic Association 

Bertha L. Miller, Springfield, reports that a_meet- 
ing of the association was held February 13 at Spring- 
field. Philip S. Taylor, Springfield, discussed legislative 
proceedings pending in Boston. The subject of the 
evening’s program was “Feet.” Maude G. Williams, 
Northampton, reviewed John Martin Hiss’ book “New 
Feet for Old.” Dr. Williams demonstrated the Post 
method of foot technic, Alexander B. Russell, Springfield, 
the Taplin method and Ward C. Bryant, Greenfield, the 
technic of Frank Nelson of Malden, Mass. 


Mystic Valley Osteopathic Society 

Arthur W. Summers, Cambridge, reports that the 
February meeting was held at Malden with George C. 
Taplin, Boston, as guest speaker. Officers elected at this 
meeting were: President, Dorothy Sidebottom, Boston; 
vice president, Marion Griswold, Wakefield; secretary, Dr. 
Summers; treasurer, Henry E. Leavitt, Stoneham. 

The March meeting was held on the 14th at Wake- 
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field. Philip S. Taylor, Cambridge, spoke on “The Value 
of Intra-State Osteopathic Organization.” 

The April meeting is scheduled for the 11th at Wo- 
burn. Clement K. Heberle, Gloucester, has been asked 
to speak. His subject will be ‘ ‘Adjunctive Value of Fever 
Therapy in Chronic Diseases.” 


Southern New England Osteopathic Association 

A meeting of the association was held February 13 
at Fall River. Ruth Anderson, Boston, discussed “Newer 
Methods of Normalizing Blood Pressure.” 


MICHIGAN 


Kent County Society of Osteopathic Physicians and 
Surgeons 

S. A. Crowder, Grand Rapids, reports that the or- 
ganization meeting of this new society took place March 
6 at Grand Rapids. It was formed to enable the Kent 
County group to cooperate more easily with and par- 
ticipate in the FERA. Regular meetings will be held on 
the first Tuesday of March, June, September and Decem- 
ber, the last month being the annual meeting. 

Officers elected at this meeting were: President, 
Jeanette Van Allsburg; vice president, Bruce S. Vowles; 
secretary, Dr. Crowder; treasurer, A. D. Beukema; all of 
Grand Rapids. 

Lansing Osteopathic Association 

Plans for organizing a county osteopathic association 
were discussed at the monthly meeting o: the association 
held February 14 at Lansing. 

Muskegon Osteopathic Group 

R. B. Richardson, Detroit, reports that a meeting of 
this group took place March 8 at Muskegon. R. I. Lustig, 
Grand Rapids, was the speaker and clinician. He spoke 
on “Proctology” and demonstrated rectal technic on 
clinic patients. William Thwaits, D.D.S., Grand Rapids, 
spoke on X-ray technic. 


Washtenaw County Society of Osteopathic Physicians 
and Surgeons 

Louis J. Paul, Chelsea, reports that this new organi- 
zation was formed March 1 at Ann Arbor. Officers 
elected were: President, George T. Mickle, Ann Arbor; 
vice president, Stuart M. Gould, Ann Arbor; secretary- 
treasurer, Dr. Paul. The next meeting is scheduled to 
be held April 5 at Chelsea. 


Western Michigan Society of Osteopathic Physicians 
and Surgeons 

A meeting of the society was held February 27. It 

was decided at this meeting to organize a Kent County 

one so that they might better codperate with the 


MINNESOTA 
Minneapolis Osteopathic Society 
Constance Idtse, Minneapolis, reports that the regular 
monthly dinner meeting of the society was held February 
7. Alfred R. Root, popular psychologist in Minneapolis, 
was the speaker of the evening. 


AMERICAN OSTEOPATHIC SOCIETY OF 
AMBULATORY SURGERY 

A group of doctors from Minnesota, Wisconsin and 
Iowa have formed an organization to include male osteo- 
pathic physicians who are doing ambulatory hernia work, 
electrocoagulation of tonsils, injection treatment of vari- 
cose veins and hemorrhoids, carbon dioxide treatment of 
skin blemishes, etc. It is proposed to restrict membership 
to members of the American Osteopathic Association and 
the divisional society in which the member may belong. 
Steps are being taken to affiliate with the American Oste- 
opathic Association on the same basis as does the 
American Osteopathic Society of Ophthalmology and 
Otolaryngology, the American Osteopathic Society of 
Proctology, and the Physical Therapy Section of the 
American Osteopathic Association. Meetings of the 
original group are held the first Sunday in each month, 
with other groups, as they may be formed, presumably 
fixing their own times and places of meeting. The annual 
meeting is planned te be held in conjunction with the 
convention of the American Osteopathic Association. 

The December meeting of the group was held with 
Arthur Taylor, Stillwater, Minn., the January meeting in 
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St. Paul, the February meeting with Harry H. Stewart, 
Minneapolis, and the March meeting at Faribault, Minn. 
The officers of the association are: President, Arthur 
Taylor, Stillwater, Minn.; vice president, Harry H. Stew- 
art, Minneapolis; secretary-treasurer, W. G. Hagmann, 
St. Paul, and publicity, C. F. Dartt, Red Wing. 


MISSOURI 


Buchanan County Osteopathic Association 
A meeting of the association was held February 16 at 
St. Joseph. Foy Trimble, St. Joseph, discussed “Perni- 
cious Anemia.” 


Northeast Missouri Osteopathic Association 

A meeting of the association was held February 15 
at Kirksville. Earl Laughlin, Jr., Kirksville, talked on 
“Fractures and Their Treatment.” Grover C. Stukey, 
Kirksville, spoke on “Pathology.” 

The March meeting was held on the 8th at Queen 
City. A. C. Hardy, Arthur D. Becker and George M. 
Laughlin, all of Kirksville, were the speakers. Dr. Hardy 
discussed “The Coagulation of Tonsils”, Dr. Becker dem- 
onstrated osteopathic technic of the upper dorsal region. 
Dr. Laughlin talked informally on general facts of interest. 


St. Louis Osteopathic Association 

G. C. Bartholomew, St. Louis, reports that the Feb- 
ruary meeting of the association was held on the 20th at 
St. Louis. E. E. Farley, St. Louis, spoke on “The Legal 
Phase of Osteopathic Practice.” Walter E. Bailey, St. 
Louis, gave a paper on “X-ray in Health.” 

The March meeting was scheduled for the 20th at 
which Charlotte Weaver, Paris, France, was to discuss 
“Progressive Posttraumatic Pituitary Failure.” 


Southeast Missouri Osteopathic Association 

L. M. Stanfield, Farmington, reports that a meeting 
of the association was held March 11 at Sikeston in the 
offices of H. E. Reuber. 

The April meeting is scheduled to be held on the 8th 
at Cape Girardeau. The April meeting is to be a special 
Student Recruiting occasion. 

Southwest Missouri Osteopathic Association 

Ottis L. Dickey, Joplin, reports that a meeting of the 
association was held March 14 at Monett. The profes- 
sional program included a talk by Charles E. Still, Kirks- 
ville, on “Outstanding and Spectacular Cases Treated by 
the Old Dr. Still’; a talk on “Blood Sugar” given by 
Charles E. Still, Jr., Springfield; a talk on “Basal Metabo- 
lism” by C. M. Esterline, Springfield; — a talk on “What 
Takes Place in the Legislature?” by W. A. Zimmerman, 
Mansfield. 

The next meeting is scheduled for May 16 at Neosho. 


West Central Missouri Osteopathic Association 

A meeting of the association was held February 22 
at Odessa. Edith Salmon, Appleton City, read a paper 
on “Common Ailments of the Feet, Their Cause and 
Diagnosis.” Alma C. Kinney, Kansas City, demonstrated 
foot technic. 

The next meeting was scheduled for March 22 at 
Harrisonville. 


NEBRASKA 
Douglas County Osteopathic Society 


A meeting of the society was held February 14 at 
Omaha. John M. Woods, Des Moines, Iowa, spoke on 
“Abnormal Blood Pressure.” 

The March meeting was held on the 14th at Omaha. 
Mr. Laurance R. Plank of the First Unitarian church ad- 
dressed the society on “Some Newer Aspects of Psy- 
chology.” 


Lincoln District Osteopathic Association 


A meeting of the association was held February 23 at 


Lincoln. E. M. Cramb, Lincoln, read a paper on the 


“Treatment of Arthritis” and W. L. Davis, Lincoln, led 
the discussion. 

The March meeting was held March 9. 
Southwestern Nebraska— Northwestern Kansas Osteo- 
pathic Society 

The February meeting was held on the 11th at 
Holdrege, Neb. The speakers on the program were Wil- 
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liam C. Hueftle, Eustis, Neb., Harold A. Fenner and Scott 
Wisner, both of North Platte, Neb. 

The March meeting was held on the llth at Mc- 
Cook, Neb. Dr. Fenner read a paper on “The Surgical 
Clinic”; Ivan Lamb, Palisade, Neb., discussed “Angina 
Pectoris” : M. T. Boulware, McCook ‘read a discussion of 
“Laboratory Technic”; C. L. Peterson, North Platte, dis- 
cussed “Amebic Dysentery”; and J. H. Hale, Broken Bow, 
Neb., gave a paper on “Dementia Praecox.” 


NEW JERSEY 


State Society 

A meeting of the society was held March 17 at 
Camden. George Rothmeyer and Francis J. Smith, both 
of the Philadelphia College, were the speakers. Dr. Roth- 
meyer spoke on and demonstrated “Foot Technic”; Dr. 
Smith discussed “Practical Office Anesthesia.” The Phila- 
delphia Osteopathic Society and the Southern New Jersey 
Osteopathic Society combined with the State Society in 
hoiding this meeting. 

Hudson County Osteopathic Society 

A meeting of the society was held February 7 at 
Bayonne. Olive Stretch, Union City, discussed the Pure 
Food and Drug Bill now before Congress. C. B. Ackley, 
Union City, discussed plans for Normal Spine week be- 
ginning March 19. 


Mercer County Osteopathic Society 
Alice M. Bowden, Trenton, reports that this new 
society was organized February 13 at Trenton. Robert 
H. Conover, Trenton, was elected president and Dr. 
Bowden, secretary. It is the purpose of the society to 
stimulate professional interest among its members as well 
as the public. The meetings will be held monthly. 


EASTERN OSTEOPATHIC ASSOCIATION 

The annual meeting of the association was held 
March 10 and 11 at the Hotel Pennsylvania in New York 
City. The program was published in the March JourNAL, 
About 450 osteopathic physicians and guests attended the 
meeting. The addresses were enthusiastically received. 
There was an interesting commercial exhibit. 

Officers were elected as follows: President, William 
O. Kingsbury, New York; first vice president, Ralph P. 
Baker, Lancaster, Pa.; second vice president, Grace R. 
McMains, Baltimore; third vice president, Joseph L. 
Sikorski, Wilmington, Del.; treasurer, R. McFarlane 
Tilley, Brooklyn; secretary, Chester D. Losee, Westfield, 
N. J. 

NEW YORK 
Central New York Osteopathic Society 

A. T. Shannon, Oneida, reports that a meeting of the 
society was held February 21 at Syracuse. A. J. Merola, 
Syracuse, gave a talk on “Osteopathic Physicians as 
Medical Experts in Legal Cases.” J. R. Miller, Rome, 
talked on legislative matters and reported on a hearing 
held February 20 on the osteopathic bill. He and other 
members expressed belief that the bill would pass the 
legislature this year. 


Osteopathic Society of the City of New York 
A meeting of the society was scheduled for March 
15 at the Hotel Commodore, New York. Thomas R. 
Thorburn, New York, was scheduled to speak on “De- 
partment of Health Service Available to Osteopathic 
Physicians” and George W. Riley, New York, on “Now 
It Can Be Told.” 


OHIO 


Ashtabula Osteopathic Society of Physicians and Surgeons 

A meeting of the society was held February 21 at 
Erie, Pa. A lecture was given by W. F. Rossman of the 
Bashline-Rossman Osteopathic Hospital of Grove City, Pa. 


Dayton Osteopathic Club 

The Dayton Osteopathic club meets weekly. Officers 
are as follows: President, Warren G. Bradford; vice 
president, Heber M. Dill; secretary-treasurer, Harry F. 
Cosner. 

Lorain and Erie County Osteopathic Society 

The regular monthly meeting was held February 28 
at Elyria. O. E. Brodbeck, R. A. Williams and H. L. 
Knapp, all of Elyria, presented papers on “The Heart.” 
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Third (Akron) District Osteopathic Society 
The regular monthly meeting of the society was held 
March 7 at Akron. H. V. Sharp, M.D., Akron, spoke on 
“Goiters.” 
Fourth (Columbus or Central) Ohio Osteopathic Society 
Frances L. White reports that a meeting of the so- 
ciety was held March 8 at Columbus. The speakers for 
the evening were L. C. Scatterday, Worthington, and R. 
T. Van Ness, F. R. Spencer and E. Q. Lamb, all of Akron. 
James O. Watson, president, has appointed the follow- 
ing committees for the state convention to be held in 
Columbus, May 13, 14 and 15: Program—F. R. Spencer, 
R. T. Van Ness, Mark Loveland, A. E. Best and Alice 
Bauer; entertainment—Robert Mertens, Dr. Lamb, Guy 
Hulett, W. S. McCleary, and R. G. Reesman; publicit y— 
x. Licklider, Scatterday, H. E. Clybourne; golf 
—C. M. LaRue, R. L. Shook, and A. V. Benedict; women 
phy sicians—Katherine Scott, Mary D. Beatty, and Frances 
White; doctors’ wives—Mrs. C. M. LaRue, Mrs. R. G. 
Reesman, Mrs. R. S. Licklider, Mrs. L. C. Scatterday, and 
Mrs. H. E. Clybourne. 


Stark County Osteopathic Society 

Members of the Stark County Osteopathic Society 
have formulated plans to conduct a general clinic in 
Canton on April 11 at the Hotel Northern. There will 
be eight or more special departments, and the examining 
doctors will be chosen from different parts of the state. 
At least twenty-four out-of-town physicians and sur- 
geons will comprise the staff—The Buckeye Osteopath. 


Fifth (Dayton) District Osteopathic Society 
Harry F. Cosner, Dayton, reports that_a meeting of 
the society was scheduled for March 19 at Dayton. A. G 
Hildreth, Macon, Mo., was to give the principal address, 
his topic being ‘ ‘Insanity, Its Care, Treatment and Cure.” 


OKLAHOMA 
Central Oklahoma Osteopathic Association 

A meeting of the association was held February 10 
at Okemah. The principal speakers were G. H. Meyers, 
— T. G. Billington, Seminole, and R. B. Beyer, Che- 
cota 

The March meeting was held on the 10th at Okla- 
homa City. The principal speakers were C. G. Tillman 
and @. W. Wilson, both of Wichita, Kans., and J. M. 
Rouse, Oklahoma City. 


Osteopathic Society for the Advancement of 
Physiotherapy 
The March meeting of the society was held on the 
18th at Wilmington, Del. The entire day was consumed 
with scientific lectures and demonstrations. 


PENNSYLVANIA 
Central District Osteopathic Society 

A meeting of the society was held February 25 at 
Harrisburg. 

Erie County Society of Osteopathic Physicians 

H. D. Pearson, Erie, reports that the first of the 
regular monthly meetings planned for osteopathic physi- 
cians of Erie County was held March 5 at Erie. Dr. Pearson 
and C, D. Farrow, Erie, presented papers on “Differential 


Diagnosis of Stomach Diseases.” Discussion was led by F. 
Hicks, Erie. 


Harrisburg Osteopathic Society 

A meeting of the society was held March 7 at Harris- 
burg. A round table discussion on gynecological diseases 
followed the dinner. John MacA. Ulrich, the president, 
named the following committee chairmen: publicity, 
_— Dietz; program, Dr. Ulrich and Harry M. Leon- 
ard. 

Lancaster County Osteopathic Society 

R. D. Smedley, Mount Joy, reports that a meeting of 
the society was held February 26 at Lancaster. 
Mook, Lancaster, reported on the Central District Osteo- 
pathic Society meeting. A committee was appointed to co- 
operate with the Lancaster Women’s Osteopathic Associ- 
ation to make arrangements for a dinner for A. G. 
Hildreth, Macon, Mo., to precede a public meeting which 
Dr. Hildreth was scheduled to address on March 16. 


Lehigh Valley Osteopathic Society 
A meeting of the society was held February 15 at 
Bethlehem. D. George Nelis, Bethlehem, gave a talk on 
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“Roentgen Ray Diagnosis in Pulmonary Tuberculosis.” 
The March meeting was scheduled to be held in Allen- 
town. 


RHODE ISLAND 
Rhode Island Osteopathic Society 

Mary C. Mowry, Providence, reports that the Febru- 
ary meeting was held on the 8th at the Rhode Island 
Hospital. Mark Tordoff, Providence, spoke on “Osteo- 
pathic Technic of Upper Dorsals.” 

The March meeting was held on the 8th at the same 
place. Anne Wales and Eva W. Magoon, both of Provi- 
dence, spoke on “Osteopathy in Youth and Adolescence.” 


TEXAS 
State Society 

Sam L. Scothorn, Dallas, reports that the Texas 
Association of Osteopathic Phy sicians and Surgeons con- 
ducted a very successful postgraduate clinical course 
December 29 and 30, 1933, at Dallas. Perrin T. Wilson, 
Cambridge, Mass., was the guest of honor. Dr. Wilson 
conducted diagnostic clinics and spoke on “Pneumonia, 
Asthma and Bronchitis.” Other speakers on the program 
were J. G. Brown, Mineral Wells, who spoke on “Coagu- 
lation of Tonsils’; Charles F. Kenney, Fort Worth, on 
“Heart and Lungs’; Lester J Vick, Amarillo, on “Local 
Rectal Anesthesia”; George Hurt, Dallas, on the “Ascheim- 
Zondek Test”; Dar D. Daily, Weatherford, on “Upper Dor- 
sal Technic”; Chester L. Farquharson, Houston, on “Treat- 
ment of Sinuses’; Helene E. Kenney, Fort Worth, on 
“Enlisting Students”; Everett W. Wilson, San Antonio, on 
“Personality of the Physician”; and Fred Freeland, “Use of 
the Ophthalmoscope.” 

The section of Athletic Injuries was very popular. 
Robert Morgan, Dallas, talked on “Bandaging” and Dr. 
Scothorn on “Methods and Reasons for Stretching the 
Achilles Tendon.” 

Dr. Wilson talked over radio station KRLD for ten 
minutes. R. H. Peterson, Wichita Falls, was toastmaster 
and also conducted the ENT clinic. H. B. Mason, 
Temple, spoke on “Emergencies.” 

East Texas Osteopathic Association 

Sam L. Scothorn, Dallas, reports that a meeting of 
the association was held February 17 at Mt. Pleasant with 
Clarence B. Fix as host. The program was given as 
follows: “Athletic Injuries” by Dr. Scothorn; “Osteopathic 
Treatment in Nervous and Mental Diseases” by Louis 
Logan, Dallas; “The X-ray as an Aid to Diagnosis” by 
R. H. Coats, Tyler ; “Common Rectal Diseases and Their 
Treatment” by J. T. Hagan, Longview; “Recent Ad- 
vances in the Use of Serum” by L. E. Giffin, Nacog- 
doches; “Hay Fever and Asthma and Their Treatment” 
by A. H. Porter, Henderson; “Eclampsia” by R. L. Mar- 
tin, Pittsburg; “Pathology of the Prostate Gland” by H. M. 
Grise, Tyler; “Laboratory Methods” by Wayne Smith, 
Jacksonville. 


Dallas Osteopathic Association 
A meeting of the association was held February 8 at 
Dallas in the offices of John and Jack Crawford. A dis- 
cussion of the endocrinal glands was given by George 
Hurt, and Marille E. Sparks spoke on “Differential Diag- 
nosis of Female Pelvic Disease.” 


Lower Rio Grande Valley Osteopathic Association 
The regular monthly meeting was held February 24 at 
Harlingen in the offices of Charles Chandler. 


Panhandle Osteopathic Society 
At the January meeting of the society held on the 
23rd at Amarillo, the following officers were elected: 
President, C. P. Callison, Pampa; secretary-treasurer, 
J. Francis Brown. 


WEST VIRGINIA 
Ohio Valley Osteopathic Association 

O. C. Titus, Moundsville, reports that a meeting of the 
association was held March 1 at Wheeling. Arrange- 
ments were made to hold the first Ohio Valley clinic with 
R. A. Shepherd, Cleveland, in charge at the offices of T 
Sullivan, Wheeling, March 22. Dr. Sullivan, George C. 
Eoff, Wellsburg, and Dr. Titus were appointed on the 
nominating committee to report at the April 5 meeting in 
Bellaire, Ohio. 
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WHEN LIGHT 
WINDS BLOW 


the wise skipper crowds on “full 
sail,” utilizes every strip of canvas 
to catch the vagrant breezes and 


drives ahead. 


Osteopathic Magazine, Osteo- 
pathic Health and Osteopathic 


Briefs are created to fill a definite 
purpose—these are the sails that 


One ship drives East, and one drives West, : : . . 
keep the ship of practice moving ahead. 
It’s the set of the sails, and not the gales, They play no small part in the control and 
That determines the way it goes. 

—Ella Wheeler Wilcox. smooth operation of the ship. 


Set your sails, the mainsail (Ost. Mag.), the foresail (Ost. Health), and the flying 
jib (Ost. Briefs), to catch all the breezes that blow. 


The skillful way in which experienced osteopathic physicians are using the Associa- 
tion’s educational literature to help meet present conditions is an interesting story. 


(See Dr. Evan’s comment on page 24.) 


Stronger breeses will blow again—but why wait? 
Be ready for them and so speed the journey. 
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College of Osteopathic 


Physicians and Surgeons 
1721 Griffin Ave. 
LOS ANGELES, CALIFORNIA 


Entrance Requirements 


California law calls for a minimum of one 
year of college work in the premedical 
sciences including physics, general chemis- 
try, organic chemistry, zoology, and in 
addition the College requires embryology 
and Freshman English. This work is given 
in this school but can be accepted from any 
accredited college if such work is acceptable 
to a Class A Medical school. This require- 
ment must be completed before entering 
the Freshman class. 


The professional course consists of four 
years and fulfills all legal requirements for 
the unlimited license of physician and sur- 
geon in California. 


Affiliated institutions consist of the Los 
Angeles County Maternity Service and the 
Los Angeles County General Hospital, The 
Seniors spend part of their time in the 
County Hospital as assistant internes or 
clinical clerks. Interneships are also avail- 
able after graduation. For information 
address the College. 
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Champion Folding Tables 


Built Like a Bridge—Note the Truss 


strongest table of its type on the 
market. 68 inches in length by 19!/, 


T= automatic table is the lightest and 


inches in width and weighs 32 Ibs. 
Upholstered in rich brown Spanish artificial 
leather. Provided with eight metal corners 
to protect cover. Has two genuine leather 
suit-case handles and brass lock and key. 
Does not get loose and shaky. New at- 
tachment for gynecological work incorpo- 
rated in latest model. 


Price $30.00 


American 


Osteopathic Association 
430 N. Michigan Ave., Chicago, Ill. 


CLOSING OUT 


The supply is very limited. 
The prices are exceptionally low. 


Order while they may be had. 


BACK ISSUES OF O. M. and O. H. 
Shipping charges extra. 
Imprinting, 50 cents per 100 extra. 


Osteopathic Magazine (Envelopes included). 
193I—All months except Jan., June, 


1932—All months .............205- $2.50 per 100 
1933—June, July, Nov., Dec........ $3.00 per 100 


Osteopathic Health (Envelopes included). 
1933—Numbers 37, 39, 40, 42, 43, 44, 
$3.50 per 100 


BOOKLETS, REPRINTS, ETC. 


Lane Brochures— 
By the late Prof. M. A. Lane 
No. 5—Diphtheria 
By Dorothy E. Lane (Mrs. M. A.) 
No. 2—The Science of Osteopathy in “Deficiency 
Diseases" 
No 3—The Science of Osteopathy in Diabetes 
Mixed assortment, $1.50 per 100. Single copies, 
two cents. 

"Nature's Way to Better Health." By C. J. Gaddis, 
D.O. 16 pages, fine paper. Ask for sample. $1.00 
per 100. 

“The Human Machine in Industry." By W. Othur 
Hillery, D.O. 4 pages. For distribution to in- 
dustrial executives and foremen. Ask for sample. 
75 cents per 100. 

"Boyology." By Edward Ormerod, D.O. A frank sex 
talk for boys, ages 10 to 16. 12 pages. 5 cents 
per copy. 


BOOKS 


“Friendly Chats on Health and Living.” By C. J. 
Gaddis, D.O. New third edition. 200 pages. 50 
cents each. 3 copies for $1.25. 


Bound Volumes of Osteopathic Magazine. Half 
morocco. 12 issues in each volume by years. Fol- 
lowing years only: 1924, 1925, 1926, 1927, 1928, 
1929, 1930. Each, $1.50. More than one copy, 
$1.25 each. 


Bound Volumes of Osteopathic Health. Half morocco. 
12 issues in each volume. Following years only: 
1927, 1928, 1929. $1.00 each. More than one 
copy, 75 cents each. 


Cash Must Accompany All Orders 


American Osteopathic 


Association 
430 N. Michigan Ave., Chicago 
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Did You Give the Patient The meer ~ 
Osteopathic Treatment? 


This is the title of an article by Charles 
E. Atkins, D.O., to appear soon in The 
Western Osteopath. 


Here are others: 


The Schilling Blood Count, by Gladys 
E. Wackerli, D.O. 


Repair of Congenital Cleft Palate, by 
W. V. Goodfeliow, D.O. 


Types of Acute Joint Sprains and Their 


Treatment, by F. P. St. Clair, D. O. SURGERY AND OSTEOPATHY 


The Physician’s Relation to Venereal 

A modern fire-proof hospital. Patients will be 

Problems, by Edward B. Jones, D.O. treated under the direction of Dr. George M. 

Laughlin, who is supported by a capable staff. A 

training school for nurses is maintained in connec- 

tion with the hospital work. Any desired informa- 
tion may be obtained from 


DEDICATED TO DR. ANDREW TAYLOR STILL 


Exercises for the Correction of Straight 


Spine, by William C. Bondies, D. O. 


by Edward DR. GEORGE M. LAUGHLIN, Kirksville, Mo. 


Value Received 


$2 Invested in a Year’s Subscription to 


THE WESTERN OSTEOPATH VERY osteopathic publica- 
tion is worth what it costs. 


will bring you these and many more The doctor who stops studying 
helpful articles 


stops growing. The busiest men 
find time to study—that's why 
they are busy. You can afford 
the Journal of Osteopathy at 
The Western Osteopath $1.00 per year. Full of practi- 


the California Osteopathic 
cal, useful osteopathy. Don't 


Published in the Osteopathic procrastinate, but subscribe 
Capital of the Pacific Coast right now. 
for Osteopaths Everywhere 


799 Kensington Road 


Journal of Osteopathy 
LOS ANGELES, CALIFORNIA KIRKSVILLE, MISSOURI 
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What the April Issues Offer 


Osteopathic Magazine 


Travel Takes Toll. Perrin T. Wilson, D.O. Digestibility of Fried Foods 
The Kidneys. Ernest E. Bond, D.O. Profit, One Cent, E. E. Tucker, D.O. 
Department of the Interior. J. A. van Brakle, D.O. 
Osteopathy—The Science of Medicine. Ray G. Hulburt, D.O. 
Body Function Is Constant. G. Irving Evans, D.O. A Morbid Change 
Just About the Atlas. Guy E. Louden, D.O. Questions and Answers 
How Healthy Are Your Cells? B. C. Maxwell, D.O. 

Our Greatest Treasurers. B. S. McMahan, D.O. Behind the Stroke 
Vermont First to Legalize Osteopathy American Osteopathic Foundation 


Spring Is Here! 


Osteopathic Health No. 52 


Prophylaxis of the Eye and Ear. C. C. Reid, D.O. 
Painful Feet. Walter N. Keene, D.O. 
Osteopathy. Arthur D. Becker, D.O. 


ALSO POPULAR ACROSS THE WATER. 


| find it difficult to keep your magazines long in spite of the standing order and 
extras. The recent issues have been particularly readable and | have had many compli- 
ments from patients regarding them. They have certainly been a great help to me in 
building up my practice here in Hull. When | came here four years ago | was the first 
osteopath to locate here and osteopathy was practically unknown. 


G. Irving Evans, Hull, England. 


Revised Prices Order Now 


OSTEOPATHIC MAGAZINE—White envelopes free with all orders. 
Delivered in Bulk to Your Office Annual Contract Single Order 
Under 200 $6.90 per 100 $6.50 per 100 
5.00 per 100 5.50 per 100 


OSTEOPATHIC HEALTH—Improved Style 
Delivered in Bulk to Your Office Annual Contract Single Order 
$4.00 per 100 $5.00 per 100 
3.75 per 100 4.75 per 100 


American Osteopathic Association 
430 N. Michigan Ave., Chicago. 


Please send _copies of 
Osteopathic Magazine (April) 
Osteopathic Health (No. 52) 


5% for cash on orders of 500 or more. Mailed direct to list—$1.50 

per 100 extra. Professional Card Free. Shipping Charges Prepaid. 

Samples on Request. Both mail for one cent if sent unsealed 
and without enclosures. 


Cross out name of one not wanted 
With professional card . 


Without professional card-————. 
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FOR SLEEPLESSNESS 


A hot é@rink before retiring is an 
aid in promoting restful sleep. Hor- 
lick’s Malted Milk, hot, has special 
advantages for this purpose in that 
it is pleasant in flavor, easily and 
quickly digested, soothing and 
nourishing. 


The busy practitioner, tired men- 
tally and physically from the strain 
of a long day or disturbed night, 
often finds relief in this simple 
measure—a hot drink of “Hor- 
lick’s” to invite sleep. Why not try 
it yourself? 


HORLICK’S 


THE ORIGINAL 
HORLICK’S MALTED MILK CORPORATION 
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MALTED MILK 


RACINE, WISCONSIN 


CHANGES OF ADDRESS AND 
LOCATIONS 


3etts, J. Gordon, from Madison, S. D., 
to Sturgis, S. D. 

Blanchard, C. A., from 734 Stuart 
Bldg., to 846 Stuart Bldg., Lincoln, 
Neb. 

Broadbent, H. V. W., from 228 Koeh- 
ler Bldg., to 208-9 Koehler Bldg., 
Lawton. Okla. 

Brown, Roy L., from Kirksville, Mo., 
to 827 Kansas Ave., Topeka, Kan. 
Ruchheit, Vera, from 213 Hightower 
Bldg., to 215 Perrine Bldg., Okla- 

homa City, Okla. 

Cady, Francis L., from 705 Granite 
Bldg., to 703 Granite Bldg., Roch- 
ester, N. Y. 

Chval, Charles A., CCO ’33, now lo- 
cated at 2530 S. Lawndale Ave., 
Chicago. 

Cobb, Terrell E., KC ’34, now located 
at 251 Willow St., Mansfield, Mass. 

Conklin, C. E., from Beaver Dam, 
Wis., to Dunbar, Wis. 

Cooke, Albert A., from 54 Merriam 
Ave., to 32 School St., Leominster, 
Mass. 


Covey, Florence Alice, from 537 Con- 
gress St., to R. R. 4, Portland, Me. 


Curry, Charles L., KC ’34 (Jan.), now 
“ Lakeside Hospital, Kansas City, 


Davis, S. E., from Columbus, Kan., 
to First Natl. Bank Bldg., Parsons, 
Kan, 


Douglas, W. J., from 79, Avenue des 
Champs-Eivsses, to 35, Rue De 
Berri, Champs-Elysses, Paris, 
France. 

Evans, Harvey J. T., from Canon 
City, Colo., to 981—l1th St., Boul- 
der, Colo. 

Glaser, Russell, KC °34 (Jan.), now 
located at 3244 E. Douglas Ave., 
Wichita, Kan. 

Grinnell, L. Jason, from 290 West- 
minster St., to 1873 Broad St., 
Edgewood, Providence, R. I. 

Havens, Roland L., from Daytona 
Beach, Fla., to 412 Canal St., New 
Smyrna, Fla. 


Head, Ralph B., from 430 Empire 
Bldg., to 1550 Lincoln St., Denver. 


Henrie, W. J. Bryan, KC ’33, now lo- 
cated at 3109 E. 13th St., Kansas 
City, Mo. 

Hobbs, Ada I., from First Natl. Bank 
Bldg., to 435 Connell Bldg., Scran- 
ton, Pa. 

Holmes, Frank, from 420 Old Natl. 
Bank Bldg., to 416 Old Natl. Bank 
Bldg., Spokane, Wash. 

Hutchins, Lloyd E., KCOS ’34 (Jan.), 
now located at I. O. O. F. Bldg., 
Fulton, Mo. 


Jain, Ralph H., from Cartersville, Ga., 


to F. & M. State Bank Bldg., 
Colby, Kan. 


Jones, Francis J., KC ’34 (Jan.), now 


located at 1013% 
Kansas City, Kan. 


Central Ave., 


Jones, Myron D., from Kansas City, 


Mo., to Brumley, Mo. 

Klein, Erle Lyle, KC ’'33, now lo- 
cated at Letterman General Hos- 
pital, Presidio, San Francisco. 

Lambert, C. R., from 1009 Central 
Bldg., to 315 Orpheum Bldg., 
Wichita, Kans. 

Lentz, R. A., from Sleepy Eye, Minn., 
to Box 56, New Ulm, Minn. 

(Continued on page 26) 


No. 2. Influenza. 
No. 3. Pneumonia. 
No. 4. Sciatica. 


Well printed. 


No. 1. Osteopathic School of Practice. 


4 pages. 


“OSTEOPATHIC BRIEFS” 


a new series of educational leaflets entitled: 


Prices: $1.75 per 100. $15.00 per 1000. Order by Number. Set of 8 Samples, 10 cents. 
Imprinting: Under 1,000, 50 cents per 100; 1,000 and over, 25 cents per 100. 


American Osteopathic Association, 430 N. Michigan Ave., Chicago, III. 


No. 5. Acute Infectious Diseases. 

No. 6. Strains and Sprains. 

No. 7. Periodic Health Examinations. 
No. 8. Nervous Diseases. 


Average 1750 words each. 
folded for mailing in business envelope. Room for professional card if desired. 


Size 6x9. Easily 
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CALIFORNIA 


LOS ANGELES 


MERRILL 
SANITARIUM 


Neuropsychiatric 


Downtown Office 
609 South Grand 


Avenue 


COLORADO 


HOWARD EARL LAMB, D.O. 
SURGEON 


DENVER 


430 SIXTEENTH ST. TABOR 0679 


DISTRICT OF COLUMBIA 


DR. CHESTER D. SWOPE 
Osteopathic Physician 


The Farragut Apts. 
Washington, D. C. 


FLORIDA 


Specializing 


in 
Digestive, Rectal and 
Pelvic Diseases 
The Howell Sanitarium, Inc. 
473 N. Orange Ave. 
Orlando, Fla. 


Varicose Veins, Hernia and Tonsils 
Removed Non-Surgically 


MASSACHUSETTS 


Dr. Orel F. Martin 
SURGEON 


Hotel Kenmore 
490 Commonwealth Avenue 
BOSTON, MASS. 


Chief Surgeon 
Massachusetts Osteopathic Hospital 
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CHANGES OF ADDRESS 
(Continued from Page 25) 


Marshall, K. E., KCOS ’34 (Jan.), 
now located at 604 Kalamazoo Natl. 
Bank Bldg., Kalamazoo, Mich. 

Megrew, J. L., from 765 Empire 
Bldg., to 764 Empire Bldg., Seattle, 
Wash. 

Meyer, C. O., from Yankton, S. D., 
to 318 Flynn Bldg., Des Moines, 
Iowa. 

Mowry, Mary C., from 50 Elmcrest 
“es to 868 Smith St., Providence, 


O'Toole, Lawrence P., from Detroit, 
Mich., to 15420 W. Warren Ave., 
Dearborn, Mich. 

Painter, John G., from Pasadena, 
Calif., to 1735 Vistillas Road, Alta- 
dena, Calif. 

Poitevin, Charles R., from 2521 E. 
Ocean Blvd., to 2115 Magnolia 
Ave., Long Beach, Calif. 

Raindge, Henry, from Jefferson City, 
Mo., to 3-4 Tumy Bldg., Fayette, 


Mo. 

Riley, Harold C., from 432 Tyler St., 
to 304 W. State St., Trenton, N. J. 

Simon, Robert L., from 3423 N. Third 
St., to 735 N. Water St., Milwau- 
kee, Wis. 

Smith, Florenz S., from 134 S. 46th 
St., to 4435 Sansom St., Phila- 


Tavlor, Harry D., from Denver, 
ey to El Raton Bldg., Raton, 


Turfler, Francis A., Jr., from 151 N. 
Madison St., to 356 E. Market St., 
Nappanee, Ind. 

Van de Grift, James J., CCO ’33, now 
located at 1459 E. 53rd St., Chicago. 

Wynn, Paul V., from Holland, Mich., 
to 123 Vassar, Albuquerque, N. M. 


APPLICANTS FOR 
MEMBERSHIP 


Arkansas 
McAllister, Byron F., 
225 N. Block St., Fayetteville. 
Taylor, Charles E., 
314 E. Elm St., El Dorado 


California 
Allison, John §S., 
128 W. Lime Ave., Monrovia. 
Ross, Millicent, 
14200 Frair St., Van Nuys. 


April, 1934 


MISSOURI 


Dr. Arthur D. Becker 
OSTEOPATHIC PHYSICIAN 
DIAGNOSIS 
KIRKSVILLE, MO. 


Practice limited to consultation. 


Collin Brooke, D.O. 


Practice Limited to 


Proctology — Varicose Veins 
—Hernia 


ST. LOUIS 


210 Frisco Bldg., 906 Olive St. 


NEW YORK 


DR. L. M. BUSH 


Eye, Ear, Nose and Throat 
Nineteen Years’ Experience 
Specializing in normalization of the 
Eustachian tube and adenoid and nasal 

adjustment technique. 


551 Fifth Ave., Cor. 45th St. 
New York City 


Thomas R. Thorburn 
D.O., M.D. 


SURGERY 
Nose, Throat and Ear 
Hotel Buckingham, 101 West 57 St. 
New York City 


408 Chemical Building 


DEAFNESS and HAY FEVER 


by Modern Osteopathy 
DR. JAMES D. EDWARDS 
22 years’ experience in the treatment of defective hearing, 
sinusitis, and other diseases of the Ear, Nose, Throat and 
Eye. Write for free booklet. 
ST. LOUIS 


721 Olive Street 


NEURITIS 
ARTHRITIS 
MYALGIA 


relieves 


PAIN ond CONGESTION. 


THE HUXLEY LABORATORIES, 


DYSMENORRHEA 
-TORTICOLLIS 


INC. © NEW YORK NY. 
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NORTH CAROLINA 


ASHEVILLE 


Dr. O. N. Donnahoe 


504 Public Service Bldg. Phone 1111 


RHODE ISLAND 


Dr. F. C. True 
SURGEON 
1763 Broad St. 
PROVIDENCE, R. I. 


CHIEF SURGEON 
I. OSTEOPATHIC HOSPITAL 


ENGLAND 


LONDON, ENG. 


Dr. Chas. W. Barber 


54 Upper Berkeley St., W. 1, 
Phone: Paddington 4345 
Formerly member of the faculty, 
Philadelphia College of Osteopathy. 


RAY M. RUSSELL 


Practice of Osteopathy 
Grosvenor House, Park Lane 
LONDON, ENGLAND 


FRANCE 


William J. Douglas, D.O. 


35 rue de Berri 
(Champs Elysees) 


PARIS 
Tel. Elysées 60-51 
FRANCE 


All Kansas 
Osteopathic Doctors 


Invite You to 
Wichita—July 23-27 


(California—Cont’d) 


| Young, Lawrence M., 


| Hampton, Helen C 


114 North Avenue 57, Los Angeles. 


Colorado 
Remington, E. J., 
Burlington. 
Illinois 


Lomas, Kathryn M., 


1405 Hinman Ave., Evanston. 


Indiana 


Deeming, Paul J., 
110% Washington St., 


Kansas 
Bolin, J. C., 
51114 Main St. 


Stark, Ernest F., 
31414 N. Broadway, 


Newton, Kans. 


Abilene. 


| Young, David L., 


Baldwin. 
Cartwright, R. V., 

2%4 N. Lincoln ‘St., 
Sexton, E. C., 

Bieri Bldg., Osage City. 


Chanute. 


Kentucky 


Robertson, O. C., 


509 Frederica St., Owensboro. 


Maine 
Boothby, R. M., 
Smith St., Fryeburg. 
Massachusetts 


Peggs, Donald S., 
Highland St., Marshfield Hills. 


Missouri 
Lobb, J. K., 
Lathrop. 
Haring, Nell D., 
Oregon. 
Nebraska 
Lamb, Ivan P., 
Palisade. 


New Jersey 
Merryman, Guy W., 
633 Haddon 


Gauer, John, Jr., 
Third Ave., Denville. 


Collingsw ood. 


New York 


Wetche, C. Frederik, 
131 Franklin Ave., New Rochelle. 


Ohio 
Skidmore, David A., 
701. Mentor Road, Akron. 


Hampton, Donald V., 


2010 E. 102nd St., Cleveland. 


2010 E. 102nd Cleveland. 


Oklahoma 


Russell, Dimon M., 


Lindsay. 
Miller, Melvin E., 
501 N. Oklahoma Ave., Mangum. 
Nichols, A. J., 
218 Clayton Blde., 
1. 
Post Office Bldg. Seminole. 


Sapulpa. 


Winchester. 


| ment of hernia. 


_FOR SALE: At Ada, Okla., 
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Pennsylvania 


Champion, William D., 
Primrose Road, Torresdale, Phila- 
delphia. 


Gruber, Frank E., 
4820 Greene St., 
adelphia. 

Hayes, Joseph L., 
249 S. St. Bernara St., Philadelphia. 

Noeling, George D., Jr.. PCO ’33, 
6208 Elmwood Ave. Philadelphia. 


Riceman, Earl F., 
5823 Greene St., 


Germantown, Phil- 


Germantown, Phil- 


adelphia. 
Texas 
3rown, J. Francis, 
206 Oliver-Eakle Bldg., Amarillo. 
Harry, B. A. 
1502 W ashington St., Commerce. 


Roberts, Henry E., 
212-14 McClurkan Bldg., Denton. 


Bottler, Morris, 
1518 Caroline St., Houston. 
Wisconsin 


Lennon, Clifford J., 
Graham Bldg., Portage. 


Classified Advertisements 
RATES PER INSERTION: $2.00 for 20 
wo ds or less. Additicnal words 10 cents 
each. 


TERMS: Cash with order. 
COPY: Must be received by 20th of preced- 


ing month. 


PEARSON LABORATORY AND 

DIETARY SERVICE. Send 25e 
for special containers and question- 
naires. Roscoe Clinic, Smythe Bldg., 
Cleveland, Ohio. 


AMBULANT PROCTOLOGY: Lec- 
tures on Ambulant Proctology and 
the Injection Treatment of Hernia 


Price $5.00. Individual instruction 
given. Dr. P. H. Woodall, 617 First 
National Bank Bldg., Birmingham, 
Ala. 


FOR SALE: Tables of quality. New 
price list. Samples of covers on re- 

quest. Dr. George T. Hayman, Table 

Manufacturer, Doylestown, Penn. 


JUNE K.C.0.S. GRADUATE, interne 

and laboratory experience, desires 
position as assistant. Address A. Z., 
c/o Journal. 


INCREASE YOUR PRACTICE and 

ability by learning ambulant treat- 
Clinic arranged for 
your office this summer at no cost to 
you. Write Dr. Kirkpatrick, Olympia 
Bldg., Miami, Florida. 


Taplin 
pneumatic table. Used 5 yrs. Price 
$60.00. Further information, address 


| Mrs. W. J. Wilder, 611 No. Mansfield 
| Ave., Los Angeles, Calif. 


| WANTED: Position as an assistant 


| Address A.J.B., 


or take charge of practice. Grad- 
uate of Kirksville. Experienced, sur- 
gical assistant, x-ray and anesthesia. 
c/o Journal. 
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Books, Literature, Charts 


American Osteopathic Association 


Journal of Osteopathy..........................23 
Kansas City College (Castlio)......... 29 
Saunders, W. L., Company......Cover I 


Western Osteopath, The... .......23 


Colleges, Training Schools 
P. G. Courses 


College of Osteopathic Physicians 


Kirksville College of Osteopathy 
Cover III 


Laughlin Hospital and Training 
School for 


Foods, Waters and Toilet 


Preparations 
Battle Creek Food Co......................... 10 
Borden Company, The 
Evaporated Milk ............ 
Corn Products Refining 5 
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Davis Gales Co. 1 
Horlick’s Malted Milk Corp............... 23 
14 
Mellin’s Food 
Ralston Purina Company 
Vitamin Products Co............Cover IV 
Wanter Co. 7 


Hospitals, Laboratories, Hotels 


Laughlin Hospital ................................ 23 


Instruments, Appliances, Equipment, 
Surgical Dressings, Supplies 


secton Dickinson & Co......................29 
Davis & Geck, Ince..................Cover II 
McIntosh Electrical Corp..... 
Miscellaneous 
29 


Journal A.O.A 


Index to Advertisers—Patronize Them 


Pharmaceutical and Endocrine 


Products 

3iSoDol Company ........ 
Harrower Laboratory, Inc.....Cover II 
Huxley Laboratories 26 
Johnson & Johnson... 
Nonspi Company ..... 
Numotizine Co. ..... 
Oakland Chemical Co......... 
Od Peacock Sultan Ceo........................14 
Phillips’ Chemical Co., Chas. H...... 8 
Reed & Carnrick......... 
Schering Corporation 

Schering and Glatz.......... — 
8 


Professional Ads 
Professional 26, 27 


Wearing Apparel 


Dickerson, Walker P.......................-... 4 
Musebeck Shoe Company 
(Foot-so-Port Shoes) 3 


“Osteopathic Care of Athletes’ 


American Osteopathic Association, 


New Augmented Edition 
Going Fast 


A compilation of articles which originally 
appeared in the Journal of the A. O. A. 
during 1931, 1932 and 1933, written by 
leading authorities on the subject. Many of 
the questions frequently asked by members 
of the profession are answered. 


24 pages. Size x Illustrated. . 


Single copies, 35 cents. Discount for cash on quantities. 


430 N. Michigan Ave., Chicago 


April, 1934 
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Journal A 
April, 193 


B-D 
MEDICAL CENTER 
MANOMETER 


e Designed to give you accu- 
rate dependable readings. 


@ Built to last for many, many 
years. 


Priced—fairly. 


e The Medical Center Ma- 
nometer you buy will sat- 
isfy you in every respect 
—or we will. 

Sold through surgical and 
hospital supply dealers only. 
BECTON, DICKINSON & CO. 


MAKERS OF DIAGNOSTIC INSTRUMENTS 
FOR MORE THAN A THIRD OF A CENTURY 


Rutherford, N.J. 


—with Extra ‘Pyrex’ Tube... 
Black or Walnut Finish Cases 


B-D PRODUCTS 


Made for the Profession 


| 
| 
| 


Invite your dealer 
to exhibit at Wichita Convention. 


“Cells of the Blood” 


By Dr. Louisa Burns 


“Cells of the Blood” is Vol. IV 
of the series on Studies in the Os- 
teopathic Sciences. 400 pages. 14 
color plates. 


A scientific book, and very espe- 
cially it is an osteopathic book. 


Price $8 


| A. T. Still Research Institute 


27 E. Monroe St., Chicago, IIL 


PRINCIPLES OF 
OSTEOPATHY 


By YALE CASTLIO, D.O. 
Director of Clinics 
Kansas City College of 
Osteopathy and Surgery 


For Sale by the College 


2105 Independence Ave. 
Kansas City, Mo. 


WAS $5.00—NOW $3.00 


The 


Official 


Route 


to the 
American 
Osteopathic 
Association 
Convention 


Wichita, Kan. 
July 23-27, 1934 


The Santa Fe is proud to 
announce your officers desig- 
nate SANTA FE as the official 
route to your 1934 conven- 
tion. With its double track and 
smooth roadbed—its air 
conditioned dining cars — its 
Fred Harvey meals—and fine 
fast trains, protected by 
automatic block signals or 
train control —The SANTA FE 
confidently solicits your pat- 
ronage. Plan now to attend. 
Travel by rail “Santa Fe all 
the Way” safely, quickly, com- 
fortably and with economy. 


For Reservations 
Phone, Write or Call on 


| J. R. MORIARTY, Division Passenger Agent 


SANTA FE RAILWAY 
179 West Jackson St., Chicago, Ill. 
Phone: HARrison 4900 
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Show “Dan’s Decision” 


(A Vocational Moving Picture) 


To the Young People This Spring ) 
; OMETHING to tell students choosing a life work that osteopathy 
i demands the best they can give and offers a career of scientific 


service in an uncrowded field. Something to present the appeal of 


osteopathy as a calling in an attractive, interesting, practical way. 


° 
"Dan's Decision" Meets This Twofold Need 
© Dan's Decision is available to A.O.A. members without rental charge. . 
The only expense is for express charges which are very nominal. You * 


can usually obtain the use of a machine and operator without much 


trouble or expense. 


Two Sizes 


The film may be obtained in two sizes: the 35 mm. size for use on 
standard projectors (theatres, auditoriums, etc.) and the 16 mm. edition 
for home size projectors (not suited for audiences of more than 100). 


Remember—the film is safe to use, being non-combustible. 
Arrange now for a date to show the film in your town 


Distribute copies of the leaflet, “Osteopathy as a Career" 


(Sample and Price on Request) 


4 American Osteopathic 430 N. Michigan Ave., 
: Association Chicago, Ill. 
VE NaN 
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ANNUAL FREE 
GRADUATE COURSE 


The annual free graduate course for osteopathic physi- 
cians will be given by the faculty of the Kirksville 
College of Osteopathy and Surgery June fourth to 
sixteenth. 


This provides an opportunity for every doctor to bring 
himself up-to-date in his diagnosis and treatment, to 
review many of the subjects in which he is getting 
just a little hazy and to gain a vast amount of en- 
thusiasm which will help him take advantage of 
improved business conditions. 


All of the business barometers point to a steady im- 
provement in economic conditions. Are you ready? 
3y taking this course, you can let your patients know 
that you are progressive. You can utilize its publicity 
possibilities, really gain in your ability to serve and 
return home ready and able to do better work than 
ever. 


Plan now to be in Kirksville June fourth to sixteenth. 


KIRKSVILLE COLLEGE of 
OSTEOPATHY and SURGERY 


KIRKSVILLE, MISSOURI 
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THE 
QUESTION 


ARE YOU USING 


VITAMIN 


ATALYN 


DEPARTMENT 33 


PRODUCTS CO, MILWAUKEE, WIS. 
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